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ONE generation teaches another... 
Today’s master-surgeon passes on to 
younger hands his growing legacy of 
learning. In much the same way, his 
trusted A. S. R. Blade stems from a proud 
tradition of professional skill and experi- 
ence—that of the master-craftsmen whom 
A. S. R. has trained as lifelong blade- 
making specialists. Men who themselves 
are heirs to a unique and cherished trust: 
our more than fifty years of doing one 
thing well... creating precision edges 
worthy of the fullest confidence. 


Exacting surgeons spe- 
cify A. S. R. Blades for 
important reasons: 
their correct degree of 
keenness, assured 
“feel” and perfect bal- 
ance. Under every sur- 
gical test, “a tool you 
can trust.”’ 
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Amino Acids in Surgery 


CHARLES S. WHITE, M.D., Sc.D., F.A.C.S., F.LC.S. 
WASHINGTON, D. C. 


T is only within the past few years 

that any serious and sustained 

effort has been made to deter- 
mine the protein needs of surgical 
patients and to supply amino acids or 
digested proteins orally and parenter- 
ally, although Whipple has shown the 
paramount importance of the role of 
proteins in the human economy. There 
must be an approximate balance be- 
tween the intake and output of pro- 
teins in the maintenance of health, the 
relation being expressed as nitrogen 
balance. 

Man ean not, like the plants, synthe- 
size his proteins from the air, the water, 
and the earth, but must ingest those 
which he assimilates and distributes to 
the various organs and tissues of his 
body. Foods differ greatly in their 
proteid value, not so much in quantity 
as in their utilization by the human 
organism. Milk contains but 8 per cent 
protein, while gelatin is 90 per cent, 
yet milk has a higher biological value 
because over 90 per cent of its protein 
is made available by digestion, while 
gelatin undergoes very minor changes 
and is not converted into amino acid. 
Kach living cell of our bodies contains 
protein in some form, and there are 
approximately 1600 complex proteins, 
entering into the hormones, enzymes, 
antibodies and other vital constituents. 

In the process of digestion, the pro- 
tein molecule is hydrolyzed into amino 
acids, which are absorbed from the 


*Read at the Tenth Annual Assembly, U. S. 
Chapter, International College of Surgeons, Wash- 
ington, D. C., December, 1945. 
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intestine through the portal 
system. It is believed that the liver is 
the major organ for conversion of 
amino acids into complex proteins and 
is the storehouse of amino acids or 
proteins. It has been said that the liver 
is the agent, the factory and the bank 
of the proteins. There are three major 
types of proteins in the body, namely, 
the fixed or tissue, the labile or mobile, 
and the blood protein. There is a 
dynamie equilibrium that exists between 
these different groups of proteins and 
a constant exchange occurs; if blood 
proteins are lost through hemorrhage 
or shock, the tissue and labile proteins 
are drafted to replace the blood pro- 
teins and if tissue proteins are depleted, 
the blood proteins contribute to the 
reserve of tissue proteins. 

In chronie hypoproteinemia, there 
a primary loss of the tissue and labile 
proteins, which in turn makes demands 
upon the blood proteins, with a conse- 
quent decline of serum protein levels. 
We ean expect the laboratory to report 
the levels either in total proteins or the 
albumin and globin content separately. 

Protein needs can be estimated by 
measuring the protein metabolism of 
the body, by analyzing the nitrogen 
output in the urine and feces and in 
any pathologic exudate or transudate. 
Under normal circumstances, the aver- 
age nitrogen loss per day in the urine 
is six to nine grams, and the fecal 
nitrogen is one to two grams. As each 
gram of nitrogen represents 6.25 grams 
of protein, the protein loss per day is 
fifty to sixty grams. Protein deficiencies 
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may be due to one or more of the fol- 
lowing factors: (1) inadequate intake, 
(2) excessive loss, (3) increased metab- 
olism and (4) decreased utilization. 

Patients who undergo surgical opera- 
tions almost invariably have a negative 
protein balance, or, in other words, the 
nitrogen output is greater than the 
nitrogen intake. They have an inade- 
quate intake, particularly those demand- 
ing gastrointestinal surgery. Many such 
patients practically starve one to two 
days before operation and three to five 
days afterward. The postsurgical 
period is associated with an increased 
destruction of protein, demonstrated by 
the increased loss of nitrogen. We have 
frequently noted that preoperatively, 
patients will have a nitrogen loss per 
day of six to eight grams of nitrogen, 
and during the first three to four post- 
operative days, without protein intake, 
the loss is twelve to twenty grams, 
equivalent to 75 to 125 grams of protein 
utilized by the body. 

In a study of a series of twelve uncom- 
plicated cases of inguinal hernioplasty 
—one of the simplest types of major 
operations, in which the function of the 
gastrointestinal tract is rarely impaired 
—we found all of them postoperatively 
to be in negative nitrogen balance on 
routine hospital fare. The average 
protein weight loss for nine days of 
study was calculated from the protein 
deficit to be 4.7 pounds. This was not 
the actual weight loss, because the car- 
bohydrate and fat loss was not included. 
The daily deficit in nitrogen was 6.87 
grams of nitrogen or 38.38 grams of 
protein. The total nitrogen deficit was 
97.96 grams or 613.97 grams of protein 
in nine days. Serum protein studies 
upon the same patients showed an 
average serum albumin loss of .53 grams 
during the period of study. 

Ravdin furnished proof in his experi- 
mental work, which was corroborated 
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clinically by others, that edema obstrue- 
tion and the disruption of wounds can 
be attributed to hypoproteinemia. 
Kozol reported a 5 per cent drop in 
the average total plasma proteins in 
surgical patients after operation. Kas- 
tin and his associates found .5 gram loss 
of protein in 68 per cent of major 
abdominal operations. In a recent study 
of 304 operative patients who were hos- 
pitalized an average of 15.2 days, 
Riegan noted an average loss of 6.5 
pounds. In 17 abdominal operation 
cases, she reported a loss of 12.4 pounds. 
Add to this protein deficiency that 
exists postoperatively any preoperative 
deficit, and one can well understand 
the need for oral or parenteral protein 
replacement. The incidence of preoper- 
ative hypoproteinemia in surgical pa- 
tients is far greater than most of us 
realize. In a study of a series of sur- 
gical patients at Gallinger Municipal 
Hospital, we found on admission that 
50 per cent of the lung abscess patients 
were hypoproteinemic, 33 per cent of 
the peptic uleer patients, 34 per cent 
with cellulitis of the leg, 33 per cent 
with carcinomata of the stomach, 19 per 
cent with intestinal obstruction, 16.6 per 
cent with acute cholecystitis. A 22.5 
per cent incidence of hypoproteinemia 
was found in general surgical patients 
by Meyer and Kozoll of Cook County 
Hospital. A careful study of hypopro- 
teinemia by Ariel and his associates at 
the Memorial Hospital revealed that 
59 per cent of cases of gastric carci- 
noma, 36 per cent of carcinoma of the 
colon and the rectum and 33 per cent 
of benign gastrointestinal lesions, had 
a recognizable hypoproteinemia. In view 
of the excess protein loss, the inade- 


quate protein intake, and the high inci- 
/ 


dence of hypoproteinemia in surgical 
patients, parenteral or oral proteins 
should play an important part in the 
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preparation and postoperative care of 
surgical patients. 

This brings us face to face with the 
question, ‘‘Is it necessary to maintain 
a nitrogen balance in surgical cases?”’ 
The answer is not ‘‘yes’’ or ‘‘no.’’ In 
the uncomplicated case, the loss of pro- 
teid is temporary and the deficit will 
be adjusted during convalescence. In 
the poor risk patient or the case beset 
by unforeseen complications, mainte- 
nance of the nitrogen balance not only 
is imperative, but the actual difference 
between success and failure may rest 
upon the proteids. Alteration in albu- 
min-globulin ratio may become so grave 
as to be irreversible. It is not difficult 
to select a group of cases in which we 
an predict a protein deficit at the time 
of operation as well as a deficit after 
operation. We noted fifty cases ad- 
mitted to the hospital, selected at 
random, in which 25 per cent were 
below normal in serum protein. In 
carcinomatous patients, or those with 
fistulae, protracted vomiting or diar- 
rhea, we can expect a much larger per- 
centage to show protein deficiency, even 
to a critical degree. We wish to stress 
the importance of protein blood level 
determinations in poor risks and cases 
to be subjected to prolonged operations. 

In 1936, Elman described the use of 
amino acid solution for parenteral use; 
subsequently he and others have studied 
the use of additional oral and parenteral 
amino acid solutions. We have investi- 
gated the use of a protein digest solu- 
tion which is prepared from an 
enzymotic digest of a mammalian pro- 
teid. The crude digest was purified by 
a procedure which removes all toxic 
or otherwise undesirable constituents, 
maintains the sterility of the mixture 


and yields a_ stable, heat-sterilized, 
pyrogen-free solution and a pH of 


approximately 6.5. The end product is 
approximately a 6 per cent solution 
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that contains free amino acids, poly- 
peptide and at least 50 per cent of the 
nitrogen as represented as free alpha 
amino nitrogen. No undigested proteins 
and proteoses are present. Biological 
studies have shown this preparation to 
be adequate for nitrogen metabolism and 
for growth of animals when this is the 
only souree of protein. Hach solution 
contains the following specifications: 


Gm. in 100 cc. of solution 
6.0 
0.625 
0.3825-0.39 


Total solids 
Total nitrogen 
a amino nitrogen 
(50-60% of the 
total nitrogen ) 
Ammonia nitrogen 
Ash 


0.004—0.008 
0.85 


In 300 consecutive intravenous infu- 
sions with this material there were 
seven reactions, or an incidence of 2.3 
per cent. None of these reactions was 
severe and only two of the seven were 
systemic reactions attributable to the 
protein digest used. The other five were 
proven to be pyrogenic. No acute 
thrombophlebitis was noted during the 
period of study and as much as 30,000 ce. 
had been administered to one patient. 
Nitrogen balance studies have shown 
that this protein is utilized by the body 
for both protein storage and regenera- 
tion of blood albumin. The protein 
digest solution may be used as either 
a supplemental sparing protein in the 
postoperative management of surgical 
eases, or as the sole source of protein. 
In the latter instance, when given with 
10 per cent glucose, positive protein 
balance can be maintained consistently. 
Since the average patient needs a mini- 
mum of ten to twelve grams of nitrogen 
in the early postoperative period, 
twenty to twenty-five grams of glucose 
intravenously, in addition, will maintain 


nitrogen balance. 
(Continued on page 327) 








Exaggeration Phenomena 


1. The sudden exaggeration of previously existing symptomatologies or their unexpected 
precipitation after surgical operations and procedures. 
2. The relation of exaggeration phenomena to the anaphylactic and/or allergic mechanism. 
ABRAHAM O. WILENSKY, M.D., F.A.CS. 
NEW YORK CITY 


HIS communication will discuss 

certain peculiar and obscure epi- 

sodes which are encountered from 
time to time in clinical surgery. Essen- 
tially, these consist of an acute or 
hyperacute exacerbation of previously 
existing symptoms for which relief is 
sought by operative and/or mechanical 
means; or the precipitation of the pa- 
tient into a state for which therapeutic 
effort had been made as a preventive 
measure. The resultant condition imme- 
diately becomes of a most serious nature, 
rapidly assumes the attributes of a 
highly toxie state and is commonly fatal 
within a space of days. Up to the 
present time, no satisfactory explana- 
tion has been forthcoming for this most 
disturbing series of events. 

This communication will (1) review 
the factual knowledge of each of the out- 
standing examples cited; (2) compare 
these with each other; (8) compare these 
with a group of pathologic states which 
are common and for which an explana- 
tion has been available for many years; 
(4) show that a certain similar group of 
pathologie and/or functional changes 
are always present in all of these con- 
ditions; and, (5) finally, on this basis, 
attempt a satisfactory explanation of 
these exacerbation phenomena. 


SUMMARY OF PERTINENT FACTUAL CLINICAL 
K NOWLEDGE 
Thyrotoxicosis: * Thyrotoxicosis (ex- 
ophthalmic goitre, Basedow’s disease, 
ete.) is characterized by a fairly fre- 
quent acute, sometimes fulminant onset, 
by sudden spontaneous exacerbations, or 





* This subject was extensively discussed on another 
oceasion.#2 
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acute recurrences, and, specifically for 
this discussion, by hyperacute, markedly 
intensified, postoperative episodes com- 
monly referred to as ‘‘erises.’’ All types 
of thyroid operation done for thyro- 
toxicosis and, frequently, other types of 
operation in various other parts of the 
body done for other reasons in thyro- 
toxic patients, carry the danger of a 
subsequent crisis. 

The symptoms of a thyroid crisis— 
those of thyrotoxicosis in general but 
carried to an excessively exaggerated 
degree—are well known and need no 
repetition. There are clinical manifesta- 
tions of tremendous toxicity and the 
patients die in hyperpyrexia. 

There is abundant evidenee (1) that 
the entire disease including all such epi- 
sodes is a continuous process (Hertz- 
ler’s **) conception) based upon some 
underlying condition; (2) that all such 
acute or hyperacute exacerbations, re- 
currences and crises are due to the 
sudden release of some factor which acts 
in a very powerful manner, apparently 
through the thyroid as a culminating 
agent and (3) that the sudden release 
of this factor is in the nature of an 
antigenic and/or catalytic agent in an 
already sensitized or hypersensitized 
individual. In this conception, it seems 
obvious that thyroid operation in a 
thyrotoxie individual followed immedi- 
ately by a ‘‘crisis,’’ is, for practical pur- 
poses, a laboratory experiment in which 
a successful ‘‘take’’ has oceurred; this 
is corroborated by the fairly large num- 
her of ‘‘takes’’ that follow the operative 
insult. 

The difficulty in understanding: this 
sequence of events is due to the fact that 
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the pathogenesis of this sequence is 
rarely made clear by postmortem exami- 
nation. Nevertheless, it is obvious that 
such overwhelming disturbances are due 
to profound blood chemical and nervous 
changes. 

The possible role of infection in awak- 
ening thyrotoxicosis is so well recog- 
nized as not to be worth mentioning 
again; certainly almost any infection 
may bring to light latent hyperthyroid- 
ism or may exaggerate the fully devel- 
oped condition. Rosenow * is the only 
hacteriologist who has claimed to find a 
specific organism that might produce it; 
his observations have never received 
very serious consideration. 

The relation of asthma to hyperthy- 
roidism also has been commented upon 
repeatedly (Fitz '*). Indeed Widal and 
Abrami’! also claimed that the asth- 
matie hyperthyroid could often be cured 
of asthma by irradiation of the thyroid 
eland, another observation which has not 
received wide confirmation. 

Mental shock as a trigger mechanism 
is always brought up in discussion on 
the exciting causes of thyrotoxicosis. 
Bram” believed that he had discovered 
evidence of psychie trauma in 8) per 
cent of his cases. 

Neurological pathways and a neuro- 
hormonal cellular system have been 
demonstrated (Sunder-Plassmann **) 
whereby an excitatory cause could be 
quickly distributed and = brine about 
acute or hyperacute phenomena (crises). 
There is further corroborative factual 
knowledge regarding many similarities 
between thyrotoxicosis, neurological 
allergy, epilepsy and certain mental 
states, especially fear. 

In the medical treatment of thyro- 
toxicosis and in the preparation of thyro- 
toxic patients for operation, iodine 
(Lugol’s solution) seems to decrease 
the already existing sensitization of the 
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patient. The occasional uncontrolled 
contradictory effect which it sometimes 
‘auses, is in line with the occasional 
similar action of other antigenic bodies. 

Hepatic changes appear to be an in- 
tegral part of the syndrome of thyro- 
toxicosis. This can be demonstrated 
clinically by the occurrence of icterus; 
physiologically, by the increasing evi- 
dence of altered hepatie dysfunction; 
experimentally, by the evidence of he- 
patie dysfunction following administra- 
tion of thyroid substance and thyroxin; 
and = morphologically by — structural 
changes in the liver, varying in the acute 
stages from widespread degenerative, 
fatty and necrotizing processes to the 
chronic lesion in which the changes are 
interlobular, irregularly distributed, in- 
volving the peripheral portions of the 
lobule and showing relatively more 
fibrosis and lymphatie infiltration than 
bile duct proliferation. 


HEPATIC CONDITIONS; [EPATO-RENAL 
SYNDROME 

There are various pathological condi- 
tions in the liver parenchyma which are 
independent of obstruction at the outlet 
of the duct system, the manifestations of 
which include jaundice, gastrointestinal 
svmptoms, changes in hepatic function 
rnd secondary renal changes. Some- 
times one is sure that a ‘*medical’’ con- 
dition is present; at other times there is 
doubt and a ‘‘sureical’’ condition is 
suspected without possibility of com- 
plete proof. When exploration is under- 
taken and no adequate ‘‘surgical’’ cause 
is found, no further procedure is done 
and the abdomen is closed. In other 
similar cases, it is a fairly common prac- 
tice to attempt to relieve or cure the 
condition by biliary drainage either into 
the gall bladder or into the common or 
hepatic duct. 

Commonly such operations lead to no 
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therapeutic affect and the postoperative 
course repeats that which had been pre- 
viously present. In any event in cer- 
tain not so-small groups, there follows 
almost immediately after operation, an 
increase in the symptomatology with 
shortly, an unexpectedly severe exag- 
geration of the latter and a rapidly fatal 
outcome. These effects appear when no 
drug (i.e., anesthesia with ether, ete.) 
or other toxic agency had been exhibited ; 
and when the only new factor has been 
the deprivation of fluid and food neces- 
sary to preparation for operation and 
in the immediate postoperative period, 
plus the operative manipulations. 

The outstanding demonstrable factors 
discernible in this sequence of events 
include destructive changes in the liver 
parenchyma with abnormal liver fune- 
tion, secondary renal changes, and in 
some cases, hyperpyrexia. The entire 
subject has been extensively reviewed by 
me (Wilensky **) recently under the gen- 
eral term of the ‘‘Hepato-renal syn- 
drome.’’ No other changes can be 
recognized in these eases; one must 
assume that under the stress of the 
operation, some factor has been released 
in the hepatic environment which has the 
exaggerated effect of a ‘‘eatalytic’’ 
agent with extraordinary distribution 
effect. 


SUDDEN RELEASE OF OBSTRUCTION 


Typical forms of obstruction to the 
outflow of the fluid and/or solid contents 
of a hollow excretory passageway, are 
well known as regards the biliary, the 
urinary and the alimentary tract. A 
curious antithesis exists in all cases of 
obstruction ; trouble begins and develops 
because the obstruction is not relieved; 
occasionally an exaggerated form of the 
same abnormality and disability is pre- 
cipitated when the obstruction is more 
or less suddenly relieved. 
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PHENOMENA 

1. In intestinal obstruction: The phe- 
nomena of intestinal obstruction are well 
known including their clinical manifesta- 
tions. There is the much more severe 
and dramatic high intestinal form, and 
a low intestinal variety of a much slower 
and more sluggish type. The dangers 
are enormously increased when vascular 
changes due to strangulation of the 
bowel are present; then the clinical 
manifestations are of a much higher 
order. If the condition is neglected, 
necrotic areas form, perforation of the 
bowel follows and the patient dies of 
terminal peritonitis. 

The earliest instance which Hlman 
could find of death following close on 
the sudden release of intestinal obstrue- 
tion was reported in 1887 by Schede.** 
Similar cases were described by Brid- 
don ® in 1893 and by J. B. Murphy * in 
1897; others have been reported since. 
A recent example was reported by 
Heusser and Sehar.” 

The rapid sequence of events follows 
even in some of the mildest of attacks, 
as illustrated in one of my own cases. 


This was a young child with an intussus- 
ception of between 12 and 18 hours’ duration. 
Release and reduction of the intussusception 
was the simplest of procedures and took only 
a few minutes. Nevertheless the reaction was 
overwhelmingly violent and was fatal in less 
than twenty-four hours. 


Parenchymal changes are frequently 
present in the liver, especially in severe 
‘vases; renal changes are then present 
also (hepatorenal syndrome). In either 
‘ase, the changes follow the destructive 
characteristics (cellular necrosis) noted 
in the latter syndrome; their intensity 
becomes progressively higher as the site 
of the obstruction ascends in the alimen- 
tary canal. There is usually present 
some degree of azotemia and the level 
of the latter can be used as a rough indi- 
sation of the intensity of the disturbance 
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caused by the obstruction. In the fatal 
cases, spontaneous or postoperative, all 
of these anatomical and _ functional 
changes are exaggerated. 

Following the spontaneous or opera- 
tive release of the obstruction, there is 
customarily a quick reversal and return 
to normal conditions. Nevertheless, 
there occasionally follows after opera- 
tion, an immediate and rapid exacerba- 
tion of the preceding picture with 
precipitation into an overpoweringly 
fatal toxic state with terminal hyper- 
pyrexia. This occurs in well operated 
eases in which as a usual finding there 
is no peritonitis or other sign of infee- 
tion, usually in cases in which no re- 
section has been done, and in which 
the sudden flare-up is more or less 
unexpected. 

The suddenness of these exaggeration 
phenomena after release of the obstrue- 
tion, indicates the sudden appearance of 
some ‘‘new’’ factor of overwhelming 
catalytic effect with remarkable capa- 
bility for rapid and diffuse distribution. 

2. In calculus renal obstruction: More 
or less sudden obstruction by caleuli 
in the urinary tract on one side, is com- 
monly followed by restriction in the 
urinary secretion of the corresponding 
kidney up to the point of complete sup- 
pression. In the presence of bilateral 
formation of stones, similar disturbances 
of function may follow. One considers 
operative removal of the obstructing 
caleuli with concern. The patients are 
always carefully studied prior to opera- 
tion; one assures oneself that the fune- 
tion of at least the better kidney is 
sufficiently good to warrant, at least, a 
unilateral operation. 

Usually operative removal of the 
stones, even on one side only, is followed 
immediately, or reasonably soon, by the 
reappearance of, or increase in the 
urinary function, up to the total fune- 
tional capacity of that kidney at the 
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given moment. Occasionally, however, a 
state of complete suppression of urine 
follows the operation; the preoperative 
condition is suddenly intensified to the 
point of complete anuria; that is, all the 
manifestations of the obstructive state 
are suddenly exaggerated after release 
of the obstruction. The episode is all the 
more striking when a unilateral opera- 
tion only is done in the presence of 
bilateral disease. 

Postmortem examinations reveal the 
pathological conditions in the kidneys, 
as one supposed them to be as a result 
of one’s examinations and operative 
visualization. Occasionally, there are 
parenchymatous changes in the liver. 
But aside from this and some eardio- 
vascular changes, nothing is uneovered 
adequately to explain the postoperative 
events. One is left then with the assump- 
tion that some factor was released dur- 
ing the operative manipulations which 
acted upon the renal parenchyma, pos- 
sibly as a catalytic agent, to suppress 
the secretion of urine. 

3. In common duct obstruction: In 
calculus and/or other obstruction of the 
common bile duct, the usual clinical, 
chemical and anatomic changes are well 
known. There is abundant evidence in 
the literature, as has already been indi- 
‘ated, to the effect that the hepatorenal 
syndrome and/or lesions in the subacute 
and/or chronie form develop in condi- 
tions of the liver and biliary tract for 
which no kind of operation has been 
done and especially in cases in which 
there has been no demonstrable spon- 
taneous release of the obstruction. Fre- 
quently these anatomical changes and 
functional disabilities are not recognized 
in the total clinical picture. Operation, 
nevertheless, is usually followed by re- 
versal of the symptoms and anatomical 
and functional changes, and recovery of 
the patient. 

However, following operative release 
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of the obstruction, it sometimes happens 
that all of the preceding preoperative 
manifestations are suddenly intensely 
exaggerated, including the jaundice and 
excretory disability of the liver. Indeed, 
sometimes the picture approaches the 
complex known ordinarily as ‘‘acute 
yellow atrophy.”’ 

The precipitation of the patient into 
a highly toxic and fatal state so soon 
after the release of obstruction by opera- 
tive means (that is, sudden release) 
makes the conclusion inescapable that 
the syndrome has some definite relation 
to the suddenly produced static and/or 
physiochemical conditions which follow 
the release of the obstruction. 


TOXEMIA OF PREGNANCY 

During labor, the uterus and its con- 
tained products of conception act in a 
similar manner to an obstructed biliary, 
urinary or intestinal tract; as such, the 
uterine contents during labor act as the 
obstructing factor; the emptying of 
the uterus spontaneously or by opera- 
tive methods, relieves the ‘‘obstruetion.’’ 

The phenomena surrounding toxemia 
of pregnancy have been previously re- 
viewed. With pregnancy, too, it is well 
known either (1) that the manifesta- 
tions of the already existing toxemia 
may be markedly exaggerated, or (2) 
that the patient may be precipitated into 
toxemia, when the products of concep- 
tion are rapidly evacuated from the 
uterus. Kven though it is understood 
that relief of the toxemia necessitates 
emptying of the uterus, the latter pro- 
cedure is approached with much trepida- 
tion because of this danger. 

On an anatomical basis, two varieties 
are clinically distinguished : 

In one group of cases, scattered areas 
of hepatic lobular necrosis appear with 
some frequency in pregnancy compli- 
vated by ‘‘toxemia.’’ (It is to be noted 
that in pregnant patients, necrosis of 
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the hepatie cells begins in the periphery 
of the lobule and increases progressively 
toward the center, whereas in nonpreg- 
nant patients presenting the hepatorenal 
syndrome, the cellular necrosis begins in 
the center of the lobule and spreads 
toward its periphery.) 

In other cases, typical toxemic states 
follow glomerulonephritis, pyelitis, py- 
elonephritis or vascular hypertension 
which, in turn, is associated with sec- 
ondary nephritis. According to Peters * 
the demonstrable anatomical changes 
have certain features which distinguish 
these lesions from the ordinary acute 
nephritis. 

Pathological changes in the liver, as 
well as functional impairments, seem, 
superficially, to be unrelated to renal or 
‘ardiovascular conditions. When the 
hepatic changes become severe, they 
approach the picture of ‘‘acute vellow 
atrophy’’; when one considers the fre- 
quency of associated renal changes in 
this severe form, as indicated in a pre- 
vious communication (Wilensky **), one 
must assume that some association is 
always present between the liver and 
the kidneys. 

Immeasurable millenia of child bear- 
ing have accustomed women, and for 
that matter all female animals, to cer- 
tain detrimental physiological bodies 
which undoubtedly form in the uterine 
environment, one of the outstanding 
recognizable effects of which is a dis- 
turbance in the cholesterol metabolism 
and the precipitation of stones in the 
biliary tract. Because mild manifesta- 
tions occur in many instances (¢.¢., vom- 
iting of pregnancy), and become exag- 
gerated to various degrees, up to full 
blown cases of toxemia of pregnancy in 
a relatively few instances, it must be 
true that some sensitization oceurs in 
all, and hypersensitization in a few. If 
one accepts this, it must follow that 
toxemia will sometimes result in the 
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latter group; that precipitation into a 
toxemie state following evacuation of 
the uterus is a catalytic phenomenon in 
a hypersensitized individual. 


COMMON ASSOCIATED FACTORS IN THE 
PREVIOUS CITATION 

Inasmuch as some form of operative 
and/or mechanical manipulations occur 
in all of these conditions, it becomes im- 
portant to consider three factors, (1) 
shock, (2) the effect of destroyed tissue 
and (3) hyperpyrexia. 

Shock: In all forms of shoek, one can 
recognize (1) an immediate (primary) 
form frequently so severe as to cause 
immediate death and (2) a delayed 
(secondary) form which develops dur- 
ine the first 48 to 72 hours after the 
appearance of the cause. Primary shock 
is characterized by sudden very great 
vascular collapse, as its most prominent 
effect. In secondary shock, the mani- 
festations, while essentially the same, 
-are very much less dramatic. The 
following forms can be — clinically 
distinguished : 


A. Neurogenie shock, either as a_ psychic 
phenomenon or following some injury ; 

B. Traumatic shock produced by civil or 
military injuries or operative procedures ; 

C. Following hemorrhage; this intensifies 
the vascular phenomena of shock in general ; 

D. Hemolytic shock most commonly seen 
after transfusions of blood; 

K. Toxemic shock. 


In all forms of shock other factors 
commonly enter the picture. These in- 
clude (a) the action of toxic bodies 
absorbed from traumatized and_ de- 
stroyed tissues, (b) the toxie effect of 
laked blood and (ec) neurogenie factors. 
The toxie effect of traumatized muscular 
tissues and of laked blood have been 
demonstrated in experimental animals. 
In animal experiments, shock produced 
by traumatizing a limb does not appear 
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until the tourniquet is removed; during 
World War I an English research com- 
mittee found that traumatie shock did 
not occur in the dog if the vessels of the 
extremity were clamped before the in- 
jury was inflicted. 

The anatomic changes following hemo- 
lytic shock are especially interesting; in 
Malijsev’s *” patients and experimental 
animals there were the usual signs of 
hemolysis. In addition, when death was 
delayed for any length of time, there 
were degeneration of the epithelium of 
the renal tubules and necrosis in the cen- 
ters of the hepatie lobules. According to 
Malijsev,*” Skundina *” and Mlanskij," 
such changes are not to be attributed to 
mechanieal obstruction alone, but rather 
to an anemic condition of the organs, 
spasm of the capillaries and toxic action 
of the products of decomposition of 
hemoglobin. 

Hesse ** and his school subdivided the 
mechanism of hemolytic shock into four 
parts, (1) nonspecific protein reac- 
tions of varying intensity, (2) hemolytic 
shock and its sequelae, (3) intoxication 
of the organism by denatured proteins 
occurring in preserved blood and (4) 
anaphylaxis. 

Petroff ® and Ijin *° have shown that 
the toxie effect of heterogenous blood is 
related to its protein content. The intro- 
duction of either erythro¢ytes or plasma 
into the blood stream of experimental 
animals is followed by especially marked 
toxie effect; the toxie substances being 
similar to the complicated protein com- 
ponents of adenosin phosphorie acid. 

According to Pannella,* shock is an 
anaphylactie state caused by absorption 
of albuminous material from destroyed 
tissues. 

Nervous factors in traumatic shock: 
The observations of Slome and 
O’Shaughnessy,” Freedlander and Len- 
hart,!” Blalock,* Cicardo,*® Swingle ef 
al.,” Eversole,” ete., lend support to the 
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view that neurological factors have an 
important part in the causation and 
course of traumatic shock. The latter 
explains some of the apparently contra- 
dictory results obtained in experiments 
in which peripheral nerves or central 
pathways have been interrupted without 
influencing the onset and development of 
shock. Further, they introduce the new 
concept that certain neurological factors 
may not act to favor the development 
of shock but, conversely, to increase the 
resistance against circulatory collapse ; 
their influence is thus much more com- 
plex than that which results from harm- 
ful nociceptive impulses. 

Kffect of destroyed tissues: Of the 
various forms of tissue, destroyed mus- 
cular tissue has the highest toxie poten- 
tial. The studies of Wangensteen and 
Waldron ** showed that pieces of the 
pancreas, the liver and intestines are the 
most toxic; renal tissue is relatively 
nontoxic; splenic tissue is intermediate 
in toxicity. Intestinal, pancreatic and 
hepatic tissue appear to disintegrate into 
toxic bodies more quickly than do renal 
and splenie tissue. The size of the auto- 
lvyzing piece of tissue is also important, 
as Boyce and MeFetridge* pointed out. 
The injected substances prepared from 
the various tissues (Andrews and 
Hrdina’) appear to be about equally 
toxic, except that there seems to be an 
early qualitative difference in the tox- 
icity of the autolyzing tissue, in accord- 
ance with the rapidity of disintegration 
and liquefaction. With transplants of 
hepatic tissue, Mason and Nau*! have 
noticed differences in accordance with 
the point from which the transplants are 
taken. 

Helwig and Orr ** emphasized resem- 
blances seen in this anatomic picture to 
that observed in the presence of eclamp- 
sia. The bulk of the experimental evi- 
dence, however, shows that death is 
primarily due to a toxemia of maximum 


310 


EXAGGERATION PHENOMENA ~~ 


gerade. The evidence shows that the 
toxin is produced in the process of 
autolysis of the implanted tissue in the 
experimental animal or the destroyed 
and/or necrotic tissue in the human 
being. According to Andrews and 
Hirdina,’ the toxie agent is a water- 
soluble, thermostable body which is pre- 
cipitable by alcohol or chloroform, stains 
purple in solution when the biuret test 
is used, is dialyzable only with difficulty 
and probably falls within the albumose 
group. 

Important essential anatomical 
changes are noted in the liver and in 
the kidney: 

1. The cells of the central and middle 
zones of the liver lobule show rarefac- 
tion so marked that the nuclei of the cells 
appear to be held in place by a lace like 
web. The cells of the peripheral zones 
have a fine, foamy appearance. The 
tissues of the portal canals are infil- 
trated with lymphocytes, endothelial 
cells and an oceasional polymorphonu- 
clear leucocyte. The infiltration is most 
marked around the bile duets. The liver 
is the victim of what appears to be a 
rather acute and marked fatty degenera- 
tion plus a septic cholangitis. 

2. The lesions in the kidney vary with 
the different fields. In some fields, the 
‘apillaries of the tufts and tubules are 
engorged with red blood cells, the tufts 
are swollen until they fill the subeapsu- 
lar spaces, the tubular epithelium is 


swollen and the inner margins are 
frayed. The lumen contains granular 
debris. In other fields, the glomerular 


tufts are approximately normal in size, 
leaving a fair subcapsular space. The 
tubular epithelium shows some erosion, 
but also many of the cells show a brush 
like border. The kidney appears to be 
recovering from a rather intense, toxic 
parenchymatous nephritis; the cause of 
the condition seems to be still operating, 
though in lessened intensity, as is shown 
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by the areas of present, acute nephritis. 

Burns: An outstanding example of 
the effect of destroyed tissue oceurs in 
burns. The clinical facts and pathologi- 
cal anatomical changes in this form of 
thermal injury are as follows: there is 
an immediate intense systemic disturb- 
ance, customarily termed  ‘‘shock.’’ 
Death results either immediately or 
within the first twelve hours; it may 
occur after various grades of burns up 
to those of largest extent. Hyperpyrexia 
is frequently present. The initial period, 
in those who survive, is followed by a 
second period in which the clinical phe- 
nomena and laboratory data indicate a 
form of toxemia. Death also occurs fre- 
quently in this period. 

The postmortem studies made by 
Agnes MacGregor* (one of Wilson’s 
group) showed characteristic changes in 
the liver in cases of death after burns. 
Areas of necrosis occurred in the centers 
of the lobules of the liver, with fatty 
degenerative changes. The tubules of 
the kidneys also showed degeneration, 
but the changes were less severe and 


less constant than were those in the 
liver. In some instances, there were 
similar changes in the brain cells. 


In Weiskotten’s °° cases, hemorrhages 
occurred in the adrenal elands, and in 
Bardeen’s* cases there was_ so-called 
focal necrosis in the lymphatic tissue. 

According to Duval," the clinical pic- 
ture, the humoral changes and the local 
(cutaneous) and visceral lesions ob- 
served in the human being, when con- 
sidered in the light of the results of 
animal experiments, lead to the conclu- 
sion that this phase of intoxication or 
toxemia is general and is due to absorp- 
tion of toxic products formed in the 
burned area. 

The manifestations in the first four 
days after a severe burn resemble 
greatly three other types of toxemia 
which physicians are beginning to under- 
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stand, traumatic shock following severe 
injuries and the intoxications accom- 
panying roentgen therapy or Curie 
therapy. 

Similarity to the hepatorenal syn- 
drome is striking. There are, first, the 
occurrence of death with hyperpyrexia 
in the first few hours after the reception 
of the burn, corresponding to the so- 
called liver death and second, death as 
a delayed phenomenon with the clinical 
signs of toxemia, corresponding to the 
deferred death following the hepatorenal 
syndrome. 

In animals it has been found that 
repeated burns confer sensitization, 
which in turn confers a certain immunity 
or resistance toward burns. 


HYPERPYREXIA * 

A characteristic manifestation in 
most, if not all cases of exaggeration 
phenomena, is hyperpyrexia. Hyper- 
pyrexia has been correlated with the 
concept of ‘‘liver-death.’’ Such extraor- 
dinary fever occurs in many diverse 
conditions of which the following are 
examples: 


1. Following operation upon the biliary 
tract ; 

2. Following resection of the rectum for 
malignaney (Crisp !°) ; 

3. Following interval appendectomy, hys- 
terectomy or laparotomy for ovarian cyst 
(Connell ®) ; 

4. Following colostomy (De Courey '”) ; 

5. Following resection of the cecum and 
in association with carcinoma of the pan- 
creas with liver metastases (Boyce and 
MeFetridge *) ; 

6. Following release of an intussusception 


(Wilensky **) ; 


* Death in hyperpyrexia occurs also as a dramatic 
event in non-surgical disease, as, for instance, in 
medically treated thyrotoxicosis, in thymus death, 
in hyperacute forms of meningitis, ete. Except as 
they contribute pertinent facts to the subject of this 
communication, these are not included. 
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7. Following an exploration for obstrue- 

tion of a Polya type gastroenterostomy ; 

8. After thyroidectomy ; 

9. After burns. 


Cases of high temperature death are 
especially disconcerting. In these cases, 
one begins usually with a patient who 
is in good condition. Operation usually 
proceeds without any alarming oceur- 
renee, Then comes an immediate and 
progressive rise of temperature; dis- 
turbances of the sensorium quickly pass 
on to lethargy and coma; signs of exces- 
sive nervous irritability (carphologia 
and subsultus tendinum) appear; the 
patient is obviously very sick and then 
moribund and death occurs within from 
twenty-four to forty-eight hours. 

At postmortem examination, the im- 
portant findings seem centered in the 
liver and in the kidneys. The hepatic 
cells show signs of disorganization or 
beginning destruction; commonly the 
kidneys show some congestion; not un- 
commonly similar degenerative changes 
are seen in the renal cells. However, in 
many cases In which such symptoms 
were present before death, there were 
in addition evidences of infection (sub- 
phrenic abscess, subphrenic peritonitis). 

or instance : 

A young man was admitted to the hospital 
with a diagnosis of ‘‘chronic appendicitis, ’’ 
and an appendectomy was done. During the 
next thirty-six hours, his temperature rose 
to well over 106° F.:; there were marked 
signs of toxicity and death occurred.  Post- 
mortem examination showed — peritonitis, 
distinctive but yet in an early stage of 
development and inconspicuous changes in 
the hepatic and renal cells. 


The interrelationship of infection, 
hyperpyrexia, parenchymatous destrue- 
tive hepatic lesions, hemorrhage and 
shock is a real one. Recently several 

, Th ‘ 4 
‘ases reported by Thomas and_ Leip- 
hart,*® illustrate this very well: 
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In each of the cases, there was an 
onset with symptoms of a mild infection 
of the upper respiratory tract. Then 
there was a sudden, overwhelming ex- 
acerbation with symptoms of hyper- 
pyrexia, diffuse hemorrhages in various 
parts of the body, shock and a rapid 
continuation until death about 36 hours 
later, 

The pertinent anatomical changes 
found at the postmortem examination 
included hemorrhage, marked changes in 
the liver cells with similar changes in 
the renal tubular cells, and adrenal 
hemorrhage. 

According to Thomas and Leiphart," 
the syndrome of severe sepsis with 
hemorrhagic phenomena is found in 
‘cases in which the menineococecus is the 
etiologic agent. Adrenal hemorrhage is 
thought to be merely part of the general- 
ized bleeding diathesis and is not con- 
cerned per se with the rapid death. The 
status of the thymolymphatic system 
plays no part in adult cases. 

Bacterial allergy: Allerey oceurs in a 
large number of bacterial and parasitic 
infections and can be demonstrated by 
skin reactions which are specifie only for 
some; it is probably caused by some cel- 
lular protein substance or by the prod- 
ucts of cellular metabolism. Even though 
the reaction is frequently a nonspecific 
one, the evidence suggests that, with 
chemically pure antigens, specifie aller- 
vie reactions would be obtained much 
more frequently. 


COMPARISON OF EXAGGERATION PHENOMENA 
TO ANAPILYLACTIC AND/OR ALLERGIC 
CONDITIONS 

Physiology and pathology of anaphy- 
lactic reactions: In laboratory animals, 
anaphylactic shock produces somewhat 
different results in accordance with the 
species of animal. That which most 
closely approaches the human form, is 
found in the dog. 
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Weil (1917) *” found that in dogs 
dying within one hour, the liver domi- 
nates the pathological picture. The 
organ is tremendously enlarged. Its 
color is intensely cyanotie and the cut 
surface bleeds freely. Mechanistically, 
spasm of the hepatic venules (Simonds, 
1923) *° is followed by markedly inereas- 
ing engorgement of the liver and col- 
lapse of the inferior vena cava with a 
concomitant rise in portal blood pres- 
sure, cardiac failure and hemorrhage 
from the bowels. The pancreas, supra- 
renals, kidneys and spleen may show 
congestion. Microscopic section corrobo- 
rates the changes in the liver. Besides 
intense congestion, the parenchyma cells 
show varying degrees of congestion and 
hemorrhage, cloudy swelling, and if the 
shock is severe, a disseminated necrosis. 
The hepatic lesion and its consequent 
effect is accompanied by alterations in 
the coagulability of the blood and other 
evidences of altered hepatie function. 

The observations of Manwaring’ 
(1910),"") Voeetlin and Bernheim 
(1911),*7 Deneke (1914), Weil*®? and 
Simonds (1925) *' seem to confirm the 
fact that the postmortem appearances 
correspond in general with those of sur- 
gical shock and that exclusion of the 
liver in experimental animals eliminated 
the shock altogether. 

There is evidence in addition that man 
may die from a canine form of anaphy- 
lactic shock, which was suggested in the 
vase report of Gurd and Roberts,” 
proved by the classical case of Dean ™ 
and by the case of Bullowa and Jacobi.? 

Because the liver seems to contain the 
greatest amount of injury at postmortem 
examination, Weil *” was convinced that 
anaphylactic shock is a cellular reaction 
and not a humoral one, because there is 
no demonstrable toxic substance in the 
blood during anaphylaxis and because 
the site of the reaction is the paren- 
chyma cells of the liver. The other 
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demonstrable changes, due to their rela- 
tively minimal characteristics, are with- 
out doubt secondary to the liver effect. 

The many theories that have been 
voiced to explain this phenomenon in- 
clude an inerease in the products of 
protein disintegration, increased mobi- 
lization of proteolytic enzymes, redue- 
tion in blood platelets, diminution of 
thromboplastin, excess of antithrombin, 
decreased fibrinogen, decreased — pro- 
thrombin, increased amount of heparin, 
histamine intoxication and other items. 
The interesting thing is that the common 
denominator of all of these is anatomical 
and/or functional changes im the liver 
parenchyma. 

Physiology and pathology of allergy: 
The phenomena of allergy in general 
have a basis similar to that seen in the 
anaphylactic reaction. In the anaphy- 
lactic cases, the basis is acquired arti- 
ficially by injection; in allergy, the basis 
is a tendeney acquired naturally by in- 
heritanee and is not directed to any 
specifie antigen. In anaphylaxis, definite 
precipitins have been demonstrated in 
the blood; Prausnitz and Kustner *° have 
found specific bodies in the serum of 
allergic individuals. 

In clinical practice, the potential 
allergic tendency is brought to its active 
stage by a specific antigen; the subject 
then becomes sensitized. The available 
antigens are legion in number and in- 
clude, most commonly, protein bodies 
and, less commonly, other organic sub- 
stances and drugs, and many other 
materials. Kven physical conditions, 
such as cold, heat and light may be re- 
sponsible; the importance of emotional 
factors acting along neurological path- 
ways is very great. The failure to pro- 
duce allergic responses is undoubtedly 
due, in these naturally acquired tend- 
encies, to equally naturally acquired 
tolerances and to a time and quantity 
relation. 
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Regarding the usual clinical manifes- 
tations in allergy, suffice to say that they 
continue for long periods of time. The 
anatomical changes associated with these 
are difficult to discover because the sub- 
jects do not necessarily die of the allergic 
condition, but commonly as a result of 
other intercurrent disease whose patho- 
logical-anatomical basis would tend to 
obscure the effects of the allergy. 

Nevertheless, Hartley and Lush- 
baugh*! have shown in laboratory 
experiments that massive areas of 
coagulation necrosis of the liver paren- 
chyma were produced by repeated injec- 
tions of protein material in sensitized 
and in hypersensitized animals. The 
local union of antigen and antibody is 
responsible for these responsive mani- 
festations; vascular changes are second- 
ary to this. The lesions were focal— 
midzonal, peripheral or central in the 
liver lobule. 


DISCUSSION 


It must seem obvious from all of the 
preceding facts, that more than one 
‘ause or set of causes may initiate a 
mechanism which would produce these 
characteristic exaggeration phenomena. 

The factual résumé reviewed here 
contains the following common denomi- 
nators: 

1. A surgical procedure (operation, 
labor, ete.). This is accompanied by 
(a) hemorrhage, (b) loss of fluid, (¢) 
shock, (d) excessive nervous stimulation, 
ete. In each case the surgical procedure 
includes the operative traumatization of 
practically all varieties of tissue (skin, 
connective tissue, muscle and some form 
of glandular tissue). Traumatization of 
tissue is always accompanied by some 
degree of destruction of the latter; the 
importance of this has been indicated in 
the previous part of this communication. 
(Vide supra: effect of destruction of 
tissue.) Lymphatie spaces and vessels 
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are opened widely, giving abundant 
opportunity for the introduction and dis- 
semination of any form of toxic body. 

2. The sudden exaggeration of previ- 
ously existing symptoms; or their unex- 
pected precipitation into the clinical 
picture. Clinically, these exaggeration 
phenomena are characterized by (1) 
their unpredictability, (2) their unex- 
pected appearance, (3) their rapid 
development, (4) their overpowering 
effect, (5) their involvement of the entire 
organism and (6) the frequently fatal 
outcome. 

Hach variety of disturbance has been 
known under different terminologies, 
such as postoperative cholemia, post- 
operative thyroid crisis, ete. But up 
to the present time their significance 
has not been properly recognized in 
clinical medicine and surgery, but has 
been hidden under these nondefinitive 
terminologies. 

All of these exaggeration phenomena 
seem to have many things in common 
with the manifestations of ‘‘shock.’’ In 
a surgical sense, the term ‘‘shock’’ is 
not so very well defined; it is frequently 
diversely characterized and differenti- 
ated by any or all of the following: 
hypothermia, hypotension, hemoconcen- 
tration, capillary permeability, hypo- 
cromia, acidosis, depression of the 
nervous system, ete. Primary surgical 
shock is sudden and is accepted as being 
due to nervous stimulation. Secondary 
shock is due to intoxication with endoge- 
nous substances. 

The term ‘‘collapse’’ is also used in 
a surgical sense for somewhat similar 
effects produced under similar provoca- 
tion. However, there seems to be not 
much mechanistic differentiation —be- 
tween collapse and shock, because even 
nerve impulses are now thought to be 
due to humoral substances; the patho- 
logical and biochemical changes are the 
same in either. 
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In anaphylaxis and/or in allergy, the 
term ‘‘shock’’ indicates the sum total of 
all the phenomena elicited by sudden 
exposure to stimuli to which the organ- 
ism is quantitatively or qualitatively not 
adapted. This is Selye’s * conception of 
the ‘‘alarm reaction.’’ This conception 
is most interesting and offers some 
explanation for the exaggeration phe- 


nomena. He divides the entire symp- 
tomatic and_ biological complex as 


follows: the first stage of these phe- 
nomena is the ‘‘alarm reaction,’’ the 
manifestations in this stage representing 
and indicating danger or ‘‘shock’’ and 
signs of active defense. The second stage 
is the stage of resistance. Sometimes the 
signs of the first stage are missing’ be- 
vause the stimulus is not sufficiently 
strong or sudden and only counter- 
shock phenomena (i.e., the signs of the 
second stage) become evident. The third 
or final stage is that of exhaustion. 

During the counter-shock or second 
stage, there is inereased resistance 
especially marked to the evocative 
stimuli, but there is also ‘‘cross-resist- 
anee’’ to other damaging agents. In 
other words, this experience confers a 
certain amount of nonspecific resistance 
and is probably related to nonspecific 
therapy. 

The pathological changes which 
Selye *®® notes in these alarm reactions 
are also common to anaphylactic and/or 


allergic conditions. These are as 
follows: 
1. The liver: Interest centers in 


the prevalence of an hepatic degenera- 
tive parenchymatous lesion. The liver 
‘shows cloudy swelling and decrease in 
size which may be accounted for by de- 
crease in blood volume. It may, how- 
ever, show more extensive degenerative 
changes with focal necroses sometimes 
accompanied by intense fatty infiltration 
which Leblond ** and his associates con- 
sider to be typical symptoms of the 
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alarm reaction belonging to the group 
of changes which are prevented by 
adrenalectomy. ’’ 

In various conditions, the localization 
of the cellular degeneration in the 
hepatic lobule has varied from the center 
of the lobule to its periphery. This may 
be an accidental distribution of the 
action of the causative toxie body; it 
may depend on other circulatory changes 
or it may be of no biologie importance. 
The essential fact, however, is that de- 
generation of hepatic cells does oceur. 
In clinical practice, a breakdown can 
take place in persons whose hepatic 
structure and function had previously 
been apparently normal, or, perhaps 
more probably, in persons in whom some 
hepatic damage had already existed as 
a fully recognized or as a suspected or 
unsuspected latent condition. 

2. The thymus: Selye * deseribes very 
conspicuous changes in the thymus dur- 
ing the alarm reaction which he calls 
‘‘accidental involution’? and which be- 
come most pronounced during the coun- 
ter-shock (second) stage. It seems to be 
related to the hypertrophic changes in 
the adrenal. Removal of the adrenals 
prevents the involution of the thymus. 

3. The adrenals: The adrenal reaction 
is characterized by hypertrophy. This 
is described as a specific result of burns, 
infectious disease, drug intoxication, 
ultra-violet ray treatments, ete. In the 
counter-shock or second stage period, 
the adrenal cortical hormone plays an 
important part and distinct counter- 
shock phenomena do not appear in ex- 
perimental animals in the absence of the 
adrenals. 

4. The hypophysis: The hypophysis is 
obviously involved since increase of 
adrenotropic hormone is necessary to 
produce the characteristic cortical hy- 
pertrophy. The thymus involution effect 
is also controlled by the adrenal cortex. 

Other anatomical changes are fre- 








mit 
quent.y noted (Selye*). They have a 
rather wide distribution, are commonly 
seen in other pathological states and con- 
ditions, and, possibly, they should be 
excluded from this discussion as being 
either not important or of no relation to 
the subject. 

5. Pancreas: acute involution; 

6. Gonads: atrophy ; 

7. Blood: changes; 

8. Gastroimtestinal ulcers: similar to 
erosions in shock, or following burns, or 
solar intoxication or low oxygen tension ; 

9, Lymph nodes and spleen—as mark- 
edly affected as thymus ; 

10. Pulmonary hyperemia, 

Physiologically and functionally the 
basal metabolism is decreased. The 
blood sugar first rises, then falls, later 
rises again when protective measures 
appear. There are changes in the lactic 
acid and lipid metabolism ; lipids appear 
suddenly in the liver. The latter, with 
decrease in the blood clotting time, seem 
to indicate important changes in the 
liver physiology. There is an immediate 
discharge of adrenalin associated with 
loss of chromaffin granules. 

The exact cause is still in doubt. Most 
workers believe that a toxic metabolite 
is released from the damaged tissues 
into the blood stream and acts as the 
mediator. Probably this is brought 
about by a second mediator—not always 
the same—which causes the release of 
the other toxic metabolite. Much work 
points to histamine as the possible causal 
agent in this first body, irrespective of 
the evocative cause. Other theories in- 
clude acapnia, fat embolism acidosis, 
constriction of the hepatic vessels and 
nervous exhaustion. All of these, how- 
ever, are probably svmptomatically inei- 
dental in the total disturbance to the 
essential cause and mechanism. 

This alarm reaction or theory fur- 
nishes a_ satisfactory explanation for 
similarities in the clinical symptomatol- 
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ogies of numerous clinical conditions in 
which these phenomena appear. 

Increased resistance in the counter- 
shock stage involves a power of adapt- 
ability. During the resistance stage, 
when the organism acquires a high de- 
gree of adaptation to the evocative 
agents, it becomes especially unable to 
adapt itself to other damaging agencies. 
Adaptability is therefore limited and is 
recognized by the phenomena of the 
stage of exhaustion, when the evocative 
agent becomes damaging again. 

The ‘‘adaption energy’? concept of 
Selye * is important because it helps us 
to understand the basic operation of the 
protective mechanisms and their even- 
tual exhaustion, so that untoward, un- 
predictable and unexpected phenomena 
appear. 


SUMMARY AND CONCLUSIONS 


Kxaggeration phenomena oceur in 
many diverse conditions with some modi- 
fication in results in accordance with 
the site of the essential organ involved. 
Otherwise, the symptomatology follows 
a rather similar pattern. The demon- 
strable pathological-anatomical changes 
are very similar and correspond fully 
with those seen in anaphylactic and/or 
allergic disease. 

In applying all of this factual knowl- 
edge, it appears that the production 
mechanism of the exaggeration phe- 
nomena is essentially that of the Arthus 
phenomenon. Over many years, sen- 
sitization of the individual and coun- 
ter-protective measures are built up 
concomitantly; and, because the indi- 
vidual evocative cause in each experience 
is very small and not suddenly applied, 
all of this is unrecognized by the indi- 
vidual or his physician. It must surely 
be also true that some form of latent 
hepatic or other disease is eventually 
present also. 
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The alarm conception of Selye *’ helps 
in understanding the development of the 
disturbances; the initial attack (first 
stage), the stage of defense and resist- 
ance (second stage), and, ultimately, the 
stage of exhaustion. Because of their 
constantly found association, the liver 
changes seem of great importance, espe- 
cially since they are frequqently of a 
latent character; and there also are 
other changes in the thymus, adrenal, 
ete. 

Comes then an unusually powerful 
evocative stimulus—an operation, a 
delivery or the like. Exaggeration 
phenomena follow unexpectedly. The 
immediate cause for the appearance of 
the latter is the unusual intensity and 
suddenness of application of the evoca- 
tive cause, which is much more than the 
protective capacity of the individual is 
equal to. Under such conditions, the 
first (danger or shock) stage, and the 
second (counter-shock) stage, are passed 
through with extraordinary rapidity ; 
the third stage (stage of exhaustion) is 
reached, bringing with it collapse of all 
protective functions and activities with 
quickly overpowering effect. Not many 
‘“‘make the gerade’’ then. In the others, 
a fatal termination ensues. 





The evidence seems overwhelmingly 
in favor of the concept that exaggera- 
tion phenomena must be classified, at 
least as far as their pathogenetic mecha- 
nism goes, with the anaphylactic and/or 
allergic group of phenomena. 


SOMMAIRE ET CONCLUSIONS 


L’éxageration de phénomeénes survien 
avee certaines modifications déterminées 
par ’organe essentiel lésé. Les change- 
ments pathologiques et anatomiques 


ressembleut et correspondent 4 ce qu’on 
observe dans l’anaphylaxie et |’allergie. 
Dans le cours des années, la sensitiza- 
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tion de l’individu, et aussi des mesures 
contre-protectives se déveléppent dans 
l’organisme concurremment. En prés- 
ence d’un excitant évocatif trés puissant 
telles qu’une opération, un accouche- 
ment, une brilure étendue une exagéra- 
tion des phénoménes surviendra inopiné- 
ment. La conception d’alarme de Selye 
nous éxplique cela. Selye décrit trois 
stades de dérangement; l’attaque initi- 
ale, la défense et la résistance et vers 
la fin l’épuisement. Un excitant violent 
peut faire passer les deux premiers 
stades presque inapercus le troisiéme 
peut revétir, l’image du choe chirurgieal. 
L’auteur nous dit que le foie est pre- 
miérement et trés évidemment attaqué, 
dans ces reactions que ces réactions 
soient fatales ou non. 


RESU MEN 


Los llamados fenédmenos de exagera- 
cidn ocurren en diversos estados pato- 
logicos, con algunas variaciones de 
acuerdo a la localizacién del éreano 
esencialmente afectado. Las modifica- 
ciones anatomopatolégicas demostrables 
son muy similares y corresponden a las 
observadas en las afecciones anafilée- 
ticas y enfermedades alérgicas. 

Con el transcurso de los afos se 
produce la sensibilizacién del individuo 
y conjuntamente la instauracién dentro 
de su economia de procesos defensivos 
y protectores; ahora bien, si se presenta 
un estimulo extraordinario, tal como 
operacion. parto o quemaduras graves, 
entonces, de un modo inesperado pueden 
producirse fenédmenos de exageracion. 
Kllo puede explicarse por el concepto de 
‘‘alarma’’ de Selye, quien describe tres 
fases de alteracién: el ataque inicial, !a 
defensa y resistencia y, finalmente, el 
agotamiento. Un estimulo demasiado 
violento puede hacer que los dos pri- 
meres periodos de esta triada pasen 
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desapercibidos y se entre directamente 
el el tereero o fase de colapso, seme- 
jando el cuadro del ‘‘shock.’’ 

It] autor observa que el higado mues- 
tra signos de ser el 6rgano que primero 
y mas fuertemente se afecta en todos 
los tipos de reacciones, ya sean fatales— 
como ocurre generalmente—o no. 


Cpox WH 3akIOUCHHe. 

@MeHoOMeH TpeyBeHyeHHOH peaKILHn 
BcTpeuaeTcs B Pa3JIH4HbIX YCJOBHAX, H 
ero MOAM@HKAWHH 3aBHCAT OT JOKaJIM3a- 
WMH BOBJeYeHHOrO OpraHa. JLeMOHCTpHpo- 
BaHHble MaTOJOPH4eCKO-aHaTOMHUCCKHE K3- 
MCHCHHA OUCHb MOJOOHHI WH COOTBCTCTBYIOT 
H3MCHCHHHM, HaOWOLaeMbIM MpH aHapHu- 
WaKTHUeCKHX WH adwiepruueckHx Ooue3sHAX. 

B TeyveHHH Je@T COBMeCCTHO HaKOILIAIOTCA 
B OpraHH3Me HHMBHLyaJbHan CeHCHTH3a- 
IH HM TIPOTHBO-3allLHTHbI€e Mepbl; 3aTeM 
cryuaeTch HeOOLIKHOBeCHHO CHJIbHbIN  BbI- 
3bIBAIOULMi CTHMYJ, Kak ONepalluA, POI 
HJIM CHJIbHbIM OOP, H HEOMKHLAHHO CeLyer 
(peHOMeH TIpeyBeH4eHHA. ITO MOXKHO OOb- 
ACHHTb Ha OCHOBAaHHH KOHIellTa TpeBorHu 
no TeOpHH Seyle, KOTOPLI OMNNChIBAeT TPH 
cTaxKa paccTpoucTBa: NepBOHauaJ buy! ata- 
KY, 3allLHTY H COMNPOTHBJeHHe HW, HaKOHELL, 
HcTOULeHHe. Ouenb CHIbHOe BO3ZOyxKTeEHHe 
MOXKET 3aCTABHTb NepBbLle ABa CTaxKa NpoH- 
TH TaK OLICTPO, UTO OHH MOUTH HeE3aMeTHHI, 
M TOra TpeTHH, CTaxK H3HCMOMKECHHA, LaeT 
KapTuuy “loka” 

ABTop Ha6w0aeT, UTO BO BCeX 3ITHX pe- 
AKWHAX Ne4YeHb JLaeT MOKA3aTeJIbCTBA ee 
nepBHYHOrO H OU4eHb CHJIbHOTO BOBJIeUe- 
HH, HE3ABHCHMO OT TOPO ABJIAIOTCH JIM ITH 
peaKUHH CMepTeJIbHbIMH WIM HeT. 
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PENICILLIN IN UROLOGY 


WALTER M. KEARNS, M.D., F.A.CS., F.I.C.S. 
MILWAUKEE, WISCONSIN 


ATIENTS with infections of the 
urinary tract are especially blessed 
by the discovery of the ‘‘sulfa’’ 
drugs and penicillin. Both agents exert 
a two-fold effect in this area; first, by 
action through the cireulation on the 
tissue of the tract, and second, on the 
urinary mucosa by their presence in 
the excreted urine. In previous years, 
our efforts at sterilization of the urinary 
tract, when compared with modern 
methods, were indeed feeble. The agents 
formerly administered—with the excep- 
tion of neoarsphenamine—administered 
intravenously, worked solely through 
surface action, which in turn was lim- 
ited by dilution and hydrogen ion con- 
centration. Urotropin, caprokol and 
mandelie acid were useful, but for maxi- 
mal benefits required strict limitation 
of fluids and acidulation of the urine 
which was difficult, if not impossible to 
attain in some patients. Nevertheless, 
these latter three drugs have a definite 
place in the treatment of urinary infec- 
tions and must not be entirely relegated. 
In treating infections of the urinary 
tract, one cannot logically divorce 
‘‘sulfa’’? drugs from penicillin, because 
the one augments the other, due to the 
fact that most such infections are of a 
mixed character. Oftentimes the sulfa 
preparation is effective where the peni- 
cillin is not and vice versa. Hven where 
the offending organism is susceptible 
to both, the combined treatment results 
in greater potency, and the ‘‘sulfa’’ may 
be continued alone where a prolongation 
of antibiotic action is desirable to pre- 
vent recrudescence of the infection. 


In determining the choice of drug and 
its probable efficacy, the gram stain is 
most important. It has a much wider 
‘ange of applicability than cultures be- 
‘vause of its simplicity, reliability and 
time-saving. A gram stain carried out 
promptly after the aseptic collection of 
urine gives one a more accurate ap- 
praisal of the number of organisms 
and the proportion of different types 
than does the culture. After 24 to 48 
hours the latter may very well record 
a disproportionate growth of organisms 
which actually represent contamination 
or play a very minor part in the infee- 
tious process. The cultures and sub- 
cultures, of course, do differentiate 
more precisely the particular classifiea- 
tion of organism. This refinement is 
necessary in some instances in order to 
master the various infections by apply- 
ing the most specific agent. However, 
for routine the gram stain a 
more useful guide, because the effective- 
ness of both the sulfonamides and 
penicillin have now been quite exhaus- 
tively worked out on the basis of their 
action on gram positive and gram nega- 
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tive organisms. 

Fortunately, there are very few of 
the common infections of the urinary 
tract which are not susceptible either 
to penicillin or to the sulfanilamides. 
Notable among those resistant to these 
drugs are streptococcus fecalis, certain 
strains of bacillus coli, aerobacter aero- 
genes and proteus ammoniae. For com- 
parison in susceptibility, staphylococcus 
aureus is inhibited with a concentration 
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of 1/30 of a unit of penicillin per cubic 
centimeter of urine, the staphylococcus 
fecalis requires 38 units, the proteus 
ammoniae 8 units, and some of the 
strains of B. Coli are not affected until 
a level of 30 units or more per ce. 1s 
reached. This concentration would prac- 
tically rule out penicillin as a means of 
treating these infections. The normal 
kidney is able to excrete about 60 per 
cent of injected penicillin. If 100,000 
units are injected in a day and 2,000 ce. 
of urine excreted, the urinary concentra- 
tion of penicillin would average 30 units 
per ec¢., but there would be periods when 
it would exceed this level, while at other 
times the level would fall well below. 
The relatively brief period of adminis- 
tration of penicillin covering a period 
of from one to three or four days places 
a limitation on its usefulness. Attempts 
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to overcome the necessity for the. fre- 
quent, ‘* ’round the clock,’’ intramuseu- 
lar injections of penicillin are being 
carried out with the injection of peni- 
cillin in oil, in a combination of oil and 
wax, and by oral administration with a 
slowly dissolving coating to retard ab- 
sorption. I myself am experimenting 
with pellet implantation of penicillin, 
which gives promise of overcoming the 
need for frequent injections. 

Now that ample supplies of penicillin 
have been liberated, its true place in the 
treatment of these infections will soon 
be established. No doubt many new 
applications will be found in the treat- 
ment of postoperative sepsis in which 
the bacteriology is difficult to demon- 
strate; also in many of the commoner 
types of infection occurring with ob- 
structive lesions. 


PENICILLIN IN ORTHOPEDIC SURGERY 


L. D. SMITH, M.D., F.A.CS., F.1.C.S. 
MILWAUKEE, WISCONSIN 


Any study of the application of 
chematherapy to bone infection should 
be made in the knowledge of the kind 
of bone infection involved, bacterially 
and histologically. The bacillus of 
tuberculosis, the pyogenic organisms, 
the fungi, parasites and the spiracheta 
pallida are all at one time or another 
the exciting agent in this phenomenon. 
Histologically I recognize four general 
forms or patterns of bone infection. 

To clarify our concept of the bone 
tissue phenomena and to rationalize 
any type of treatment of osteomyelitis 
I shall designate by a brief outline four 
forms. The term osteomyelitis is gen- 
erally used to inelude all infections of 
bone. I believe this blanket term lacks 
specificity of definition and is inaccu- 
rate when applied to some common bone 
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infections. The outline given, differen- 
tiates the various types: 

1. Acute diffuse hematogenous osteo- 
myelitis of immature bone, i.e., a bone 
with an actively developing epiphysis; 

2. Focal punctate necrosis of bone 
due to a punctured wound; 

3. Septic necrosis of bone occurring 
in infected compound fractures by con- 
tiguity to the process in adjacent soft 
tissues or by proximity to neighboring 
suppuration in soft tissue; 

4. Chronic generalized suppurative 
osteomyelitis; the sequel to form 1 when 
inadequately treated. 

Form 1 oceurs frequently fatally in 
children, not because of the toxicity of 
the pathogen but of the rigidity of the 
tissue environment and its peculiar 
reaction. In the substance or neighbor- 
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hood of the growing epiphysis, the blood 
borne agent finds lodgement in a highly 
vascularized region of almost. static 
fluid movement, in a locality of rapidly 
dividing, immature, low resistance bone 
cells, surrounded by an inelastic, rigid 
stroma and bathed by serum and debris 
of traumatized vessels and cellular 
tissue. The reaction can be, and some- 
times is, explosive. The internal pres- 
sure set up is intense and destructive ; 
it feeds upon the products of its own 
destruction and from within outwards. 
The adjacent congestion and stasis is 
in proportion. Fluid exchange is seri- 
ously embarrassed or may be practically 
nonextant. The pain may be shocking 
unto death; or the host may tolerate 
progress until, through pressure atro- 
phy, the tumor bursts the cortex. The 
change then is immediate and dramatic 
but benign. The pain ceases, shock dis- 
appears and the patient falls into an 
exhausted restful sleep. Another calam- 
ity is now initiated. (Form 4.) 

Form 2. By the nature of its cause, 
there is provided a canal or channel of 
egress. The phenomenon of form 1 does 
not and can not ensue. However, a 
favorable environment for clostridia is 
provided. Usually the focus is early 
walled off and drainage occurs through 
the puncture wound itself. 

Form 3. Here we have the phenome- 
non of a substance partaking of the 
conflagration by contiguity though not 
of itself particularly combustible. This 
form does not and cannot simulate the 
histopathology of form 1. 

Form 4. Tf the expanding tumor of 
form 1 bursts beneath the periosteum, 
the first stage of chronic suppurative 
generalized osteomyelitis ensues. The 
virulent escaping pus dissects distally 
between the enclosing and expanding 
periosteum to penetrate anew through 
the numerous Haversian canals into the 
cortex and substance of the bone, until 
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eventually the whole shaft is honey- 
combed. This stage burns itself out 
presently and with little systemic cogni- 
tion. There is great bacterial activity 
and tissue necrosis, but there is no 
pressure. 

In the light of the above exhibits, 
methods of counter attack may be 
compared: 

Form 1. The great pain and shock 
are due to pressure phenomena and not 
to the virulence, toxicity or large num- 
ber of pathogens. Their number is 
infinitely larger in the first stage of 
form 4, in which there is immediate 
and continued relief with cessation of 
pain and shock. Because of the relative 
localization of the foeus and the sur- 
rounding congestion, chematherapy is 
limited and retarded in its action. The 
simpler and more positive procedure 
would seem to be the relief of pressure 
if (and it is so) a small drill hole 
into the region will provide such relief. 
Any more elaborate or mutilating opera- 
tion is not only not necessary but is 
contraindicated. 

Form 2. Debridement with wide open- 
ing of the puncture is physically indi- 
cated and adequate. 

Form 3. Adequate debridement and 


_ sufficient treatment of the fracture has 
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been invariably satisfactory in my 
series; by sufficient treatment of the 
fracture, I mean perfect and continued 
immobilization. 

Form 4. This is the sequel of form 1 
unsuccessfully treated. After the first 
stage of the chronic form, we have 
burned out debris of a generalized de- 
struction, lurking, attenuated, dormant 
bacteria, sequestrae and chronic, sub- 
acute, draining sinuses. It is the se- 
questrae now, not the attenuated (or 
frequently absent) bacteria, acting as 
foreign bodies, that continue the sinuses. 
They may become residual, adventitious 
channels with permanent specialized 








J. INTERNAT. 
COLL. SURG. 
linings. The problem here is evidently 
mechanical and physical, not bacterial. 
What, then, is the case for penicillin 
in bone infection? There is accurate 
information of the efficacy of this ex- 
traordinary agent against various or- 
eanisms. Against some where it can 
reach them, it is marvelously lethal; 
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against some, under even the most 
favorable auspices, it is important. In 
those cases of bone infection in which 
the offending pathogen is susceptible to 
penicillin, it should be used to supple- 
ment known tried and logical mechanical 
(i.e., surgical) procedures but never as 
a substitute for them. 


PENICILLIN IN OPHTHALMOLOGY 


SAMUEL G. HIGGINS, M.D., F.I.C.S. 
MILWAUKEE, WISCONSIN 


Abstracts from the literaure are im- 
portant and informative, but reports 


from personal observations may be 
more interesting. Here is a case in 
point: 


A girl of 8 years had unilateral keratitis, 
vascularization and hazy cornea. Lacrima- 
tion and blepharitis were severe and the pupil 
would not dilate with atropine. Teeth and 
eveneral examination did not reveal evidence 
of inherited syphilis. Records, however, 
showed that the mother had been treated for 
lues some years before. The child was sent 
to the hospital and after 100,000 units of 
penicillin were injected, the pupil could be 
dilated with atropine. She received injections 
of 10,000 to 15,000 units every 3 hours until 
a course of 1,000,000 units had been used. 
Lacrimation and blepharitis ceased on the 
second day of penicillin treatment. The eye 
was entirely cleared, with devascularization 
and only one hazy spot remaining in the 
cornea. 

Although the eye had cleared, the injections 
were repeated again after a period of 4 weeks. 


Another ease illustrates a different 
method: 


A nurse at the hospital was unable to con- 
tinue on duty, due to severe conjunctivitis. 
There was profuse discharge and the lids 
stuck together. The residents had used 
argyrol and zephiran. Sulfathiazole ointment 
was tried and discontinued, as it was irritat- 
ing. The smear showed diplocoeci. 


Penicillin was dropped in the eye every 
hour, while she was awake. The solution was 
250 units per ce. in saline. Treatment was 
begun in the afternoon and marked improve- 
ment was noticed the next morning. ‘Treat- 
ments continued the next day, the drops being 
used every two hours. Treatment was con- 
tinued in this way for two days longer after 
which the eyes cleared and no further treat- 
ment was necessary. 


Dunnington-von Sallmann? report on 
iontophoreses (i.e., cataphoresis as the 
introduction of ions by the electric eur- 
rent). This technic is not described. 
Also they report ‘‘Corneal ulcers were 
successfully treated with penicillin 
sodium in 0.5 per cent concentration, 
in an ointment base composed of an- 
hydrous wool fat, with 10 per cent liquid 
petroleum, applied at 3 hour intervals. 
There was immediate relief of the symp- 
toms. The ulcer healed in 5 days.’’ 

‘‘Staphylococcic infections of the 
vitreous were arrested with a single 
injection of penicillin when adminis- 
tered within 12 hours after inoculation. 
Treatment failed when a period of 24 
hours was allowed to elapse between 
inoculation and the therapy.’’ 

Le Moine and Le Moine® report a 
ease of purulent conjunctivitis with a 
positive culture for hemolytic staphylo- 
eoceus. The infant, age 25 days and 
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six weeks premature, was treated for 
15 days by irrigation with boric solu- 
tion followed by 5 per cent sodium sulfa- 
thiazole solution. Sulfathiazole was 
given orally, 2 grains every six hours. 
This regime was followed for three days 
with no improvement. Penicillin treat- 
ment effected a cure within five days. 
The solution was sodium penicillin in 
normal saline, containing 700 Florey or 
Oxford units, 2 drops every hour after 
borie irrigation. 

As all forms of gonococcic infection 
succumb to penicillin, as does gonorrheal 
ophthalmia. 

My personal experience with peni- 
cillin in otolaryngology is limited to 
consultation and discussion of its use 
by other colleagues. They report a case 
in which a child survived meningitis of 
otic origin through the use of penicillin 
therapy and a mastoidectomy. I would 
consider penicillin a useful adjunct in 
meningitis and brain abscess to be used 
following surgical drainage, when that 
is indicated. In cases where the in- 
volved area is inaccessible, such as 
‘avernous sinus thrombosis,*® reports in 
the literature are encouraging.*® 

I have seen many patients who have 
been told they had a ‘‘strep. throat’’. 
I have noted more rapid healing under 
sulfa therapy than from our former 
methods. Sulfathiazole was the drug 
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I used. Now that penicillin is readily 
available, I may try it as a frequent 
spray. 

Crowe and Ward‘ refer to an allied 
agent, tyrothricin. As this comes to us 
in an alcoholic solution, its application 
is limited. However, it has become the 
therapy of choice with me in numerous 
eases of furunculosis of the external 
auditory canal, and the frequently 
accompanying eczematous condition of 
the auricle. After dry cleaning of the 
canal and auricle (especially if an oint- 
ment has previously been applied) I 
saturate a fourth-inch gauze with peni- 
cillin and instruct the patient to allow 
this to remain until I change it the fol- 
lowing day. The effect is not so good 
when the patient removes the gauze or 
skips a day. I am under the impression 
that healing would be hastened if the 
applications were made twice in twenty- 
four hours. <As fresh gauze is more 
effective, I have not suggested home 
treatments. 

While I am wary of operating on the 
upper sinuses in the presence of an 
acute infection, I favor puncture and 
lavage of the maxillary sinuses. Drain- 
age of the antrum is followed by prompt 
relief and cure, even if the source was 
primarily from the ethmoids. Our usual 
conservative methods of nasal drainage 
are successful and less disturbing than 
intramuscular injections of penicillin. 


PENICILLIN IN DISEASES OF MOUTH, JAWS AND FACE 


MATTHEW N. FEDERSPIEL, D.D.S., M.D., F.A.C.S. 
MILWAUKEE, WISCONSIN 


In diseases of the mouth, jaws and 
face, penicillin plays a very important 
part in control of infections. However 
in perimaxillary phlegmons and Lud- 
wig’s angina drainage must, of course, 
be considered. 


In my practice, I find it advantageous 
to control infection by using sufficient 
dosages of penicillin and applying hot 
compresses to localize the diseased area. 
In many of these cases, the temperature 
drops to normal after the use of peni- 
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cillin. The localized swelling is then 
drained and the wound washed with 
sulfathiazole and tube drainage in- 
serted. Under this form of treatment 
patients make remarkable progress. 

In the treatment of compound frac- 
tures where it is necessary to do an 
open reduction, the bones are placed in 
their normal position and, before clos- 
ing the wound, sulfathiazole in suspen- 
sion, is applied. The patient is then 
given penicillin postoperatively in doses 
up to 100,000 units per day for two or 
three days. Practically all cases under 
this form of treatment go on to normal 
healing. 

Since the results have been so promis- 
ing, I now make it a routine practice 
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to use penicillin postoperatively in all 
vases where it is necessary to operate 
and one has to deal with infections. 
In cases where there is reconstrue- 
tive work, such as on the nose, lip, 
palate, ete., 1 also recommend penicillin 
postoperatively. 

The reaction is practically nil. How- 
ever I had one patient who had been 
suffering from an osteomyelitis of the 
mandible in whom it was necessary to 
do a sequestrectomy and immobilize the 
jaw. This man was given penicillin in 
doses of 5,000 units every four hours 
for three days. His temperature 
dropped to normal but he deevloped 
urticaria. This cleared up after the 
penicillin was discontinued. 


PENICILLIN IN ABDOMINAL SURGERY 


VICTOR F. MARSHALL, M.D., F.A.C.S., F.I.C.S. 
APPLETON, WISCONSIN 


Abdominal cases treated with this 
agent have been few in number as 
evidenced by the meager number re- 
ported in the literature. 

An article in the Journal of the 
American Medical Association for De- 
cember, 1943, upon ‘‘Penicillin Therapy 
of Surgical Infections in the U. S. 
Army’’ reported several cases, among 
these a case of appendicitis, one of sub- 
phrenic abscess and one of peritonitis 
(of unknown cause). 

In the conclusion of this article the 
statement was made that the agent could 
be administered in various ways. I have 
found penicillin to be an effective anti- 
bacterial agent in the treatment of acute 
infections caused by — staphylococci, 
hemolytic and non-hemolytic strepto- 
cocci, mixed infections due to gram 
positive bacteria and _ actinomycosis. 
The gram negative diplococci are sus- 
ceptible to treatment but gram negative 
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bacilli are resistant. Mixed infections 
with both gram positive and gram nega- 
tive organisms may be benefited through 
the effect upon the susceptible species. 

Lockwood presented an article in the 
Annals of Surgery for September, 1944, 
“The Use of Penicillin in Surgical In- 
fections,’? in which he stated that in 
peritonitis, it was only possible to study 
a few eases. ‘‘Less certain would be the 
results in infections developing after 
appendicitis including pylephlebitis and 
perihepatic infections. ’’ 

A ease of acute appendicitis was re- 
ported in the British Medical Journal 
for November 4, 1944, which affected a 
male aged 4 years and 11 months. The 
temperature was 101.8° F., pulse, 136. 
This case was operated upon in the 
afternoon. The appendix was _ perfo- 
rated in its middle portion. The or- 
ganisms were hemolyticus, staphylococci 
and gram negative diplococcus. Peni- 
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cillin was applied directly through the 
drainage tube for a period of forty-eight 


hours. Fourteen injections were made, 
200,000 units administered. Recovery 
ensued. 


Finally an article by Lt. Commander 
G. B. Fouley, M.C.V. (S), USNR, in 
the Journal of the American Medical 
Association for December 30, 1944, upon 
“The Use of Penicillin in the Treatment 
of Peritonitis’’ in an experiment upon 
a dog stated ‘‘should prove to be of 
some benefit to man.’’ 

Your attention is invited to the sev- 
eral brochures upon penicillin recently 
issued by I. R. Squibb and Sons, New 
York. The brochures present the uses 
and limitations of this agent. 

My own personal experience is lim- 
ited to but two cases, one of which was 
an empyema of the gall bladder, sub- 
jected to a cholocystectomy and the use 
of penicillin, with recovery. The second 
ase, I report in more detail. 


The patient was a school girl, aged 14 
years, who was seized with an attack of acute 
appendicitis in the early morning hours. The 
patient was seen in consultation with my 
associate in our office about 2 o’clock in the 
afternoon. An appendectomy was performed 
through a gridiron incision. The appendix 
was acutely inflammed, elongated and covered 
with lymph. No difficulty was encountered 
in the operation. The patient was returned 
to bed in good condition. I did not see her 
the following morning. However, my asso- 
ciate informed me her condition was excellent. 

The following day she was not seen by 
either of us. The hospital authorities would 
have advised me of any abnormality in the 
patient’s condition. At noon, almost forty- 
eight hours after the operation, she was in- 
advertently given a large meal with no un- 
toward effect. Also the afternoon of that day 
She had many visitors. In the evening a 
generous meal was again given with no ap- 
parent ill results. 

About 10 o’clock the following morning, the 
patient was seized with pain in the upper 
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abdomen accompanied by frequent intestinal 
evacuations. There was no nausea or vomit- 
ing. Her temperature rose to 103° F. The 
patient was examined by me the following 
morning. The temperature had dropped to 
100° ; the abdomen was not distended and not 
unduly tender. Penicillin, 100,000 units daily 
was administered intravenously with glucose 
solution. 

The next day a whole blood transfusion 
(500 ce.) was given, which was repeated on 
the following day. 

Two days later a tumefaction of the lower 
portion of the abdomen appeared. The abdo- 
men was reopened in the original wound and 
drained of 250 ce. of dark fluid with a feeal 
odor. <A drainage tube was inserted. The 
patient seemed materially to improve for 
three days after which pronounced elevation 
of temperature, tympany and lethargy oc- 
curred, with death following some twenty-four 
hours later. Autopsy revealed the appendiceal 
stump open, through which leakage of in- 
testinal contents had oceurred (ligation of 
stump with two tier inverting sutures had 
been employed) with several small ‘‘lakes’’ 
of septic fluid and perifonitis present. 


Intestinal contents are complex and 
many gram negative organisms may be 
present. It is my opinion, therefore, that 
penicillin is just another valuable agent 
at the disposal of the physician or sur- 
geon to use in septic conditions involv- 
ing the abdominal cavity and viscera. 


DISCUSSION 


Karl Schlaepfer, F.1.C.8., Milwaukee: 
I agree with Dr. Marshall that penicillin 
is inferior to sulfathiazole and particu- 
larly suecinylsulfathiazole in intra- 
abdominal surgery involving the intes- 
tines, where contamination through the 
intestines may result. The bacterium- 
coli group, the main cause for such 
infection, arising after this type of 
surgery, is not amenable to efficient 
bacteriostatic or bacteriocidal action by 
penicillin. A thin layer of sulfathiazole 
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powder uniformly spread over the 
suture lines in gastric and small intes- 
tinal surgery as well as following 
appendectomy, has proved very suc- 
cessful. However, caking of the powder, 
due to uneven application, may cause 
extensive scar formation, from injury 
to the serosa, with resulting kinking of 
a loop of intestine and possible ileus. 
In large bowel surgery, thorough pre- 
and postoperative oral administration 
of suecinylsulfathiazole has also been 
very effective. 

Due to the prominent space given 
penicillin in the lay press with many 
unwarranted claims, the danger is great 
that we may see a similar boom in the 
use of penicillin as experienced in the 
vitamin field. This would prove advan- 
tageous to the manufacturers at the 
expense of the patients and detrimental 
to the reputation of our profession. 


SUMMARY 


The remarks of five speakers, only 
a portion of those who participated in 
this symposium, are included in this 
report. The use of penicillin in urology, 
orthopedic surgery, ophthalmology, ab- 
dominal surgery and in diseases of the 
mouth, jaws and face, is discussed by 
specialists in these branches. Although 
each speaker’s time was limited to 10 
minutes, each gave a clear indication 
of his experiences and opinion. 

The concensus appears to be that, 
while valuable, the virtues of this new 
preparation have been decidedly over- 
blown by the popular press. One spe- 
cialist likens publie reaction to this, to 
the earlier furore over vitamins. 


SOM MAIRE 


Cing orateurs prirent la parole. Dans 
ce rapport ne sont inclus que quelques 
observations. L’emploi de la penicillin 
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en urologie, en chirurgie orthopédique, 
en ophthalmologie, en chirurgie abdomi- 
nale et dans les maladies de la bouche, 
des machoires et de la figure fut diseuté 
par des spécialistes, de ces différentes 
branches de la médecine. Chaque rap- 
porteur fut limité a dix minutes et 
chacun donna une indication trés lucide 
de ces recherches et une expression pré- 
cise de ses vues. 

La penicillin quoique possédant une 
erand valeur néanmoins n’est pas une 
panacée. On peut dire autant des 
vitamines. 


RESUMEN 


Aqui se resumen las afirmaciones de 
cinco de los expertos que tomaron parte 
en una discusién sobre la penicilina. El 
empleo de esta substancia en urologia, 
ortopédica, oftalmologia, cirugia  ab- 
dominal y en las enfermedades de la 
boca, mandibula y cara, fué analizado 
por especialistas en estas diversas ra- 
mas. Aun cuando el tiempo otorgado a 
‘ada orador fué limitado a_ sdlo 10 
minutos, todos ellos hicieron una expo- 
sicidn clara de sus experiencias y 
opiniones. 

Kn general todos parecen estar de 
acuerdo en que aun siendo esta subs- 
tancia un medicamento muy valioso, 
su utilidad ha sido grandemente ex- 
agerada por la prensa popular. Uno 
de los autores compara esto a lo ocu- 
rrido con el furor que siguid a la ini- 
ciacién de la terapéutica con vitaminas. 


SacemaHve O NeCHHIUHIVJIMHe. 
CBou. 


3eCb BKJIOUCHbI 3aMeCTKH TOJbKO NATH 
M3 MHOFHX JOKIALYHKOB NpHHABLIAX y4a- 
cTHe B OOMeHe MHeHHH. O6cyxKeHO pa3- 
HbIMH CMelMadHCTaMH MpHMeHeHHe MeHH- 
UHJIMHa B YpOJOrHH, OpToNexMyecKOH XH- 
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pypruu, Od:TaiMOJOrHv, XAPyprH 2XKHBO- 
Ta W 607e3HAX pTa, YemOCTeH WH WHWa. XOTA 
KAKIbIM LOKIALYNK Obl OrpaHHueH Jecs- 
TbIO MHHYTaMH, KaxKbIM yKa3ad CBOM OFIbIT 
M MHeHHe. 

Bpiwio CO34aHO OOlee BMeUaTMeHHe, UTO 
XOTA 3TOT MpelapaT ABIAeCTCA OUeHb IeH- 
HbIM, CO 3HAUMTeJIbHOCTb HEBCPOATHO Tipe- 
yBeuMueHa NOMNyIApHOH mpeccoh. OHH 
cneluatHcT NpHnoxOOuA peakunt1o ny6wn- 
KH K (pypopy, IIPHUHHeCHHOMY BHTAaMHHaMH. 


(Continued from page 303) 


In many of these patients under our 
observation, studies of the hemotaerit 
readings, albumin-globulin ratios, blood 
counts, blood pressures and many other 
details were noted, not all particularly 
relevant to this discussion. It is our 
purpose to emphasize several well 
known facts, namely that many patients 
are subjected to operation while deficient 
in protein and lose protein throughout 
their convalescence. In the poor risk 
patient, this becomes a matter of 
major importance, and hypoproteinemia 
should be considered a possible com- 
plication; nitrogen balance should be 
maintained by alimentation through 
natural channels or parenterally with 
adequate proteids, and glucose. 


SUMMARY 


From our experience and that of 
other observers it is apparent that a 
considerable number of patients enter 
hospitals and submit to operations with 
a plasma protein level below normal 
and during the week following opera- 
tion, they are in negative nitrogen 
balance, which is equivalent to stating 
that the patient is using up his body 
proteids. If a balance can be main- 
tained, the patient’s ability to recover 
is definitely enhanced, and the period 
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Arizona 


of convalescence is shortened. Nitrogen 
balance cannot be maintained by the 
administration of glucose and_ saline 
solutions alone. If the patient can 
ingest and assimilate sufficient food, this 
takes care of the problem; if, on the 
other hand, feeding is inadvisable or 
impossible, recourse must be had to 
parenteral feeding. 

From recent clinical research in this 
field we can state that we can maintain 
nitrogen balance, not with amino acid 
solutions alone, but by a combination of 
protein solutions and glucose in saline. 
We know that 60 to 100 gms. of protein 
and 100 to 200 ems. of glucose intra- 
venously, will maintain most postopera- 
tive patients in positive balance, unless 
liver damage is present. The addition of 
selected vitamins is also recommended. 


(French and Spanish summaries of this material 
will appear in the next issue.) 


CBon 
AMHHOBDIe€ KHCJOTHI. 


OOcy#xeHa BaxKHOCTh JIA NpeonepaTHB- 
HOro 60%bHOrO aMHHOBbIX KHCcIOT. Tlo- 
WpoOuo pa3s06paHbl MpHunHb! Aeduwuta 
B a30THOM PpaBHOBeCHH Tea BO BpeMA H 
HeMeCJWICHHO Mocwe OnepauwHH. JlaH cnoco6é 
NIPHrOTOBJeCHHA MOAXOAAWIeEH AIA BHYTPH- 
BCHO3HOrO BJHBaHHA ()OpMbI MaTepbsAA. 
Pa306panbl peaKWHH B CepHH TPeXxcorT ore- 
PaTHBHBIX CLY4AeB. 





Rehabilitation in the Navy* 


CAPT. HOWARD H. MONTGOMERY (MC), USN 


S one reviews the history of the 
care of casualties during pre- 
vious wars, it is found that our 

government has called upon the medical 
profession to provide the best care and 
attention for the sick and wounded 
that its knowledge and skill afforded 
at the time. The profession has whole- 
heartedly assumed the responsibility 
placed upon it and, in meeting this 
responsibility, discoveries and advances 
have been made which have had_ pro- 
found effects upon medical practice for 
years afterward. The efforts of the 
medical men in the fighting forces have 
had the humane objective of alleviating 
pain and suffering, and restoring the 
disabled as nearly as might be to nor- 
mal. They have also had the practical 
objectives of returning men to the fight- 
ing ranks as rapidly as possible, in 
order to retain the services of trained 
men-—and to minimize, as far as pos- 
sible, the extent of the disability in 
those who could no longer serve. On 
the whole, medical care provided for 
men in the Armed Forces has been of 
high quality and adequate. 
Unfortunately, however, the records 
do not show the same success in pro- 
viding assistance toward a satisfactory 
adjustment to civil life for those who 
were discharged for physical disability. 
Apparently little, if any, organized 
effort was made while they were in the 
service, to impress upon them that, 
although handicapped they were not 
disabled, or to guide them toward profit- 
able employment compatible with their 


The opinions or assertions contained herein are 
the private ones of the writer and are not to be 
construed as official or reflecting the views of the 
Navy Department or the naval service at large. 

*Read before Ninth Assembly, U. 8. Chapter, 
International College of Surgeons, Philadelphia, Pa. 
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handicaps. Social and economic re- 
habilitation were treated largely as 
matters to be worked out by the men 
themselves after they returned to their 
home communities. This probably added 
materially to the problems of readjust- 
ment of the country to peacetime condi- 
tions and certainly made the lot of the 
individual veteran most difficult. , 

In the light of the past, our course 
under present conditions seemed clear. 
We must make very sure that the men 
of the Navy and Marine Corps receive 
the best medical and surgical care and 
attention that present day knowledge 
and skill afford. We must see to it that 
every man possible is restored to health 
and returned to duty as rapidly as may 
be, within the precepts of good medical 
practice. We must do all we ean while 
the disabled are under treatment to 
assist them toward a proper adjustment 
to civil life. The rehabilitation effort 
of the Navy is based on these principles. 

We do not consider rehabilitation a 
separate undertaking started at some 
ill-defined stage in recovery, nor a pro- 
cedure applicable only to a particular 
type of case. Instead, it is a process 
that starts as soon as a man comes to 
medical attention, and that includes all 
patients. It must terminate in the Navy 
when the man has attained maximum 
benefit from treatment and is ready to 
leave the hospital. It consists of the 
usual and expected medical and surgical 
‘are, supplemented by services which 
will hasten recovery and return to duty 
in an optimum state of physical fitness 
and with a minimum loss of adeptness 
for usual duties, or prepare the way for 
a satisfactory readjustment to civil life. 

I feel sure that the work of our medi- 
‘al officers in all branches of medicine 
and surgery has already been brought 








= > HOWARD H. 
to your attention. It is not my purpose 
to discuss this fundamental part of re- 
habilitation, but, instead, to bring to 
your attention that part which supple- 
ments their work in our hospitals. 
The hospitals of the Navy are all 
general hospitals in the sense that they 
are not confined to the treatment of any 
particular type of case. Their patients 
comprise personnel of the Navy, Marine 
Corps and Coast Guard who are ad- 
mitted from stations and_ activities 
nearby, as well as casualties returned 
from the combat areas. As a general 
rule, the patients received from nearby 
stations are admitted for acute condi- 
tions from which recovery within a 
short period is the usual outcome. The 
patients received from combat areas, 
however, and a certain percentage re- 
ceived by local admissions, require pro- 
longed periods of treatment before they 
are in condition to leave the hospital, 
whether to be returned to duty or to be 
discharged from the service. Among 
these cases of long duration, there are 
conditions which present special prob- 
lems of treatment or care, and certain 
of our hospitals have been selected to 
receive them. Cases of bilateral blind- 
ness require special personnel and train- 
ine facilities to aid them in adjusting 
to their disability. The comparatively 
few such patients are cared for at 
the Naval Hospital in Philadelphia. 
Patients who have undergone loss of 
hearing within the conversational range 
are also concentrated in the same hos- 
pital, in order ‘that we may give full 
attention to the psychological adjust- 
ment which is so necessary, to training 
in speech and lip reading, and may 
properly fit them with hearing aids. 
Patients who have suffered amputation 
of an extremity are treated in the Naval 
Hospitals at Mare Island, California, 
and Philadelphia, Pennsylvania. In both 
of these hospitals, surgery necessary for 
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revision of the stump is performed and 
the patients are supplied with artificial 
limbs which are manufactured in the 
hospital. Patients with rheumatic fever 
or pulmonary tuberculosis, and subjects 
for plastic surgery, to mention a few 
other conditions, are coneentrated in 
other hospitals, but in all instances the 
hospital also conduets its general work. 
Consequently, the rehabilitation effort 
in any one hospital, both in its treat- 
ment and in its supplementary activi- 
ties, is designed to meet the needs of 
its particular patient population. 

In accordance with a long-standing 
policy of the Medical Department, pa- 
tients who can be restored to duty are 
retained in the hospital until con- 
valescence is completed; patients who 
are too disabled for further service are 
retained until they have received maxi- 
mum benefit from treatment. They, 
therefore, remain in our hospitals longer 
than they would in civilian institutions 
for the same conditions. As they re- 
cover and their need for medical or 
surgical care diminishes and they feel 
increasingly fit, time may hang heavily 
on their hands. A Rehabilitation Pro- 
gram has been developed to make profit- 
able use of this time. 

The Rehabilitation Program of the 
Navy is designed to give attention to 
the problems of recovery that go beyond 
treatment of the ailments that brought 
the patients into the hospitals, hasten 
their convalescence and prepare them 
for gainful activity after they leave. 
Many fields of endeavor are included 
in this Program—physical therapy, 
occupational therapy, physical training, 
educational and vocational counseling, 
social service in its broadest meaning, 
recreation, and, for those who return 
to civil life, assistance in their problems 
of readjustment. Since the Program 
supplements the usual treatment pro- 
cedures, it is governed at all times by 
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the judgement of the medical officer re- 
sponsible for the treatment of the indi- 
vidual patient as to when these auxiliary 
activities should be introduced and 
which ones will contribute most to the 
patient’s recovery. 

The activities of the Program are 
coordinated in each hospital by a medi- 
cal officer who has been designated, the 
Rehabilitation Officer. Te is assisted 
by a Board which co6rdinates all activi- 
ties of the Program. 

Although the same services are used 
for all patients, the direction they take 
and which ones are employed, depend 
upon the patient’s probable length of 
hospital residence and whether he will 
probably return to duty or will be dis- 
charged to civil life. 

Patients who will be returned to duty 
receive treatment by physical therapy 
and occupational therapy, if, in the 
judgement of the medical officer, either 
of these will contribute to more rapid 
recovery. It is necessary that these men 
be in full physical vigor when they 
return to their usual duty assignments. 
Therefore, they are required to take 
part in medically supervised physical 
training. This is conducted by naval 
personnel experienced in physical educa- 
tion and has as its objective, minimizing 
the deterioration in general physical 
condition which results from both the 
direct effects of the illness or injury, 
and the inactivity of hospital life. In 
order that they will not lose adeptness 
for their regular duties, an educational 
and training program is conducted by 
naval personnel who are experienced 
educators and who have received special 
instruction to prepare them for hospital 
duty. They have available a very wide 
range of both self-help and correspond- 
ence courses and they conduct classroom 
instruction when a sufficient number of 
men are interested in appropriate sub- 
jects. Men who will be in the hospital 
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long enough to justify undertaking a 
course of study are encouraged to pur- 
sue some subject that will be helpful to 
them after their recovery. It is also 
possible for patients to complete the 
courses of instruction which are pre- 
requisite for promotion of enlisted men, 
and to be given full credit for them. 
Many kinds of practical training in 
Navy duties are carried on, often even 
by bed patients. Such things as reading 
flae signals, recognition of war craft, 
and radio sending and receivine are 
carried on in the wards. Use is also 
made of the facilities available in the 
shops and similar activities of the hos- 
pital for men with mechanical ratines. 
Men who will be in the hospital for a 
considerable period, may undertake 
courses of study for which they can 
receive academic credit in the schools 
they left to enter the service. In short, 
it is the purpose of the program to make 
use of the time they must spend in the 
hospital to prepare them both physically 
and mentally for return to duty. 
Patients who will be discharged from 
the service for physical disability have 
the benefit of the same services. It is 
just as essential that they be in good 
general physical condition and that their 
time in the hospital be profitably occu- 
pied. As soon as it is determined that 
a patient must be discharged for physi- 
eal disability, he is interviewed by a 
trained vocational counsellor who re- 
views with him his training and experi- 
ence both before and during his service. 
The man’s aims for his future are 
learned. Professional members of the 
hospital staff interpret his physical and 
psychological handicaps in terms of 
their effect on his future activities. 
Based on this general survey, the man 
is then assisted in formulating a plan 
for his course of action after he leaves 
the service. During the remainder of 
his hospital residence, he is encouraged 
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to pursue academic or practical training 
that will best prepare him immediately 
to set out on his selected course. All 
of our counseling and educational work 
with these men is designed to return 
them to civil life in a condition that will 
enable them to secure gainful employ- 
ment. We consider it a duty to see to it 
that they are not led to believe that they 
must live on the pension they will re- 
ceive, but that instead they must take a 
useful place in their local communities 
and progress by their own efforts. 
During the final days of hospitalization, 
these men are assisted in obtaining 
employment by referral to representa- 
tives of Federal and State agencies pro- 
viding employment services, should they 
so desire. Applications for pensions or 
other benefits under existing laws are 
prepared and, before they are dis- 
charged, they are fully and accurately 
informed of the rights and benefits avail- 
able to them as veterans. 

Throughout the hospitalization of all 
patients, close attention is given to indi- 
vidual morale. This intangible but often 
determining factor in the recovery of 
any patient is of major significance 
among ours. Concern over conditions 
at home, worry as to the future effect 
of disabilities, the urge to get back into 
the fight, the desire to become economi- 
‘ally independent if future military 
service is impossible—all have a bearing 
on how successful rehabilitation will be. 
Attention to morale starts with the 
initial interviews by the medical officer 
and is continued by the chaplains and 
by the trained social service workers of 
the American Red Cross to assist the 
men in solving their personal problems. 

Although we aim to keep the patient’s 
time fully occupied in profitable under- 
takings, we have not lost sight of the 
essential part wholesome recreation 
plays in any well ordered life. An ex- 
tensive program of recreation which is 
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coordinated with other features of the 
general rehabilitation scheme, is avail- 
able both to patients confined to their 
wards and to those who are up and 
around. 

Our rehabilitation effort then, resolves 
itself into a program to make the most 
profitable use possible of the time our 
patients must necessarily spend in the 
hospital. The majority of these patients 
are returned to active service, cured of 
the ailments which caused their admis- 
sion, in full physical vigor, and with 
a minimum loss of adeptness for their 
usual duties. The lesser number who 
are returned to civil life, have been 
assisted in developing a plan for their 
post-service lives and have been given 
all practical aid toward placing this 
plan in effect with a minimum loss of 
time after discharge. We realize, how- 
ever that, although we in the Navy can 
complete the physical rehabilitation of 
these patients, we can only lay the 
groundwork for their social and eco- 
nomic rehabilitation. Government has 
made many liberal provisions to assist 
these men to complete this phase of re- 
habilitation after their discharge from 
the service. It is our intention that the 
preliminary work we do before they are 
discharged will flow naturally into those 
provisions, so that progress toward com- 
plete rehabilitation will be one continu- 
ous, uninterrupted process. 


SUMMARY 

ollowing a brief review of the work 
of rehabilitation of disabled fighting 
men in earlier wars, the author outlines, 
in considerable detail, the work being 
done by the U. 8S. Navy during World 
War II, along the same lines. He lays 
especial emphasis upon the objects of 
such rehabilitation, namely, to return 
the man to duty in full physical and 
mental health, or, if he is so disabled 


(Continued on page 47) 








Some Obstetrical and Gynecological Problems 


GILBERT FRANKLIN DOUGLAS, M.D., F.A.C.S., F.I.C.S. 
BIRMINGHAM, ALABAMA 


ABORTION 


Q the physician who is doing 

general practice, obstetrics or 

eynecology, abortions will give 
considerable concern, for the reason that 
these must be dealt with almost daily. 
There are so many causes for abortion 
that it is rather difficult to list them all, 
but we have two predisposing factors: 
(1) death of an ovum in which there are 
hereditary faults, such as lethal or sub- 
lethal factors in the germ plasm and (2) 
low vitality, due to near-infertility, of 
the parents. There are also environ- 
mental faults such as malnutrition from 
defective implantation and acute or 
chronic disease in the mother. Another 
factor may be the separation of the 
ovum, possibly due to insufficient endo- 
erine stimulus or low endometrial re- 
sponses (abnormalities of the tropho- 
blast) or there may be expulsive uterine 
contractions. Factors exciting such con- 
tractions may be mechanical hindrances 
to the growth of the fetus or external 
violence. Still another factor may be 
excessive uterine irritability.’ 

When we find cases with a history of 
abortion occurring after six weeks to 
three months of pregnancy, we must be 
concerned for these patients, as fre- 
quently they are most anxious to have 
children. However, considering the de- 
termining factors in such cases, we 
should not be so distressed when abor- 
tion has been completed, provided there 
are no infections or sequelae. We might 
compare these conditions to that of the 
faulty fruit which drops from the tree 
early in the growing season. 


9 


Here it might be of interest to glance 
at the accompanying table (see table on 
p. 333) which represents a 10-years’ 
study (1933-42) of abortions in the De- 
partment of Obstetrics and Gynecology 
of the Hillman Hospital,’ Birmingham, 
Alabama. ; 

We note that the proportion of white 
to colored patients was about two to one 
in this study; the average age, 25.6 years. 
The average number of pregnancies was 
2.9, while the number of abortions was 
1.65; the number of viable children, 1.6. 
The number of infections was 24.7; those 
of the septic type being 7.8. Salpingitis 
accounts for 1.1 per cent and toxemia, 
4 per cent. Operations in hospital in- 
cluded dilatation and curettage, 11 per 
cent, with sponge forceps, 7 per cent, 
with dilation of cervix, .5 per cent. 
Hemorrhages (slight or profuse) oc- 
curred in 7.9 per cent; 3.8 per cent 
showed a positive Wassermann. (The 
latter figure should be modified some- 
what, as a number of these patients had 
antiluetic treatment in the clinie before 
the abortion occurred.) 

The average number of transfusions 
was 3.41 per patient. (There were many 
more transfusions given during the 
latter years of the study than at the 
beginning. ) 

Treatment generally was conserva- 
tive; percentages for these years were, 
1941, 99 per cent, 1942, 99.5 per cent. 
Sulfonamides were used during the last 
seven years of the series with the fol- 
lowing results: (a) cured, 44.7 per cent; 
(b) improved, 51.9 per cent; (ec) died, 
3.94 per cent, an average of 4 per year. 
The average number of days in hospital 
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Number of Cases 
1. Total 

2. White 

3. Colored 


Age: 

4. Youngest 
5. Oldest 
6. Average 


Marital State: 
7. Married 
8. Widowed 
9. Divorced 
10. Single 


Number of Pregnancies: 


11. Lowest 
12. Highest 
13. Average 


Number of Abortions: 


14. Lowest 
15. Highest 
16. Average 


Number of Children: 


17. Lowest 
18. Highest 
19. Average 


Duration of Pregnancy 


in Months: 
20. Shortest 
21. Longest 
22. Average 


Type of Abortion: 
23. Spontaneous 
24. Induced 

25. Therapeutic 


26. Number with Fever: 


27. Average Number of 
Days Temperature: 


28. Infections: Number 10 


Infections: Type 
29. Septic 

30. Salpingitis 
31. Toxemia 


Operation in Iospital: 
a 


32. D & ¢ 
33. Sponge forceps 
34. Dilated cervix 


35. Hemorrhage: 


Wassermann: 
36. Plus two 
37. Plus three 
38. Plus four 
39. Total plus 


40. Transfusions: 


41. Treatment: 


42. Sulfanilamide: 


Results: 

3. Cured 

44, Improved 
45. Died 

46. % Mortality 


47. Avg. Days in 
Hospital: 
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TABLE I 
Average 
over 10 yr. 

1933 1934 1935 1936 193% 1938 1939 1940 1941 1942 period 
83 133 83 72 6 99 16 240 183 140 126.1 
56 90 59 53 33 68 108 154 108 83 81.2 
27 43 24 19 28 31 59 86 27 59 38.7 

15 18 16 16 15 15 16 14 14 1: 15.2 
40 45 45 42 48 46 44 45 2 44 44.1 
26.3 26 26 25.6 23.1 27.7 24 27.5 26.3 24.2 25.67 
70 116 75 62 36 75 142 184 146 1038 100.9 

1 0 1 2 5 3 6 7 3.3 

3 1 0 0 2 1 0 2 6 6 2.1 

9 16 € 9 2 18 32 26 24 24 18.6 

1 1 1 1 1 1 1 1 1 1 

18 18 12 8 13 10 8 15 12 138 12.7 

3.7 3.3 2.4 2 2.6 3.1 3.1 3.2 3.45 3.13 2.998 

1 1 1 1 1 1 1 1 1 1 1 
11 11 5 3 7 8 K: 7 7 7 

1.6 1.4 1.1 1.2 1.6 1.6 2.4 2.5 1.57 1.55 1.652 

1 1 1 1 1 1 1 1 1 1 
11 8 7 7 7 9 8 12 1 9 8.8 

23 1.96 1.4 1 1.5 1.3 Li 1.6 1.48 1.624 

1.5 1.5 1 1 1 1 1 1 | 42 

6 6 5 H 6 6 6 6 (4 6 6 

2.5 2.9 2.82 2.72 2.1 3 1.9 3 3 2. 2.544 
63 116 65 54 46 75 121 218 167 136 106.1 
20 17 18 15 15 22 38 21 15 3 18.4 

0 0 0 3TB 0 2 8 1 1 1 1.6 
73 107 71 58 25 52 SO 118 32 140 75.6 

12 S28 6.3 4.5 5.2 1.6 1.2 3 3.9 6.45 3.715 

47 23 22 13 27 0 41 26 8 24.7 

2 1 1 3 1 1 6 32 26 5 7.8 

0 2 0 6 0 0 0 % 7) 2 1.1 

1) 0 1 0 0 0 0 2 0 1 4 

3 0 0 0 4 24 26 31 19 3 11.0 

2 7) 0 1 0 0 0 ; 1 0 fe 

1 0 0 1 0 0 0 +] 0 0 mm) 

4 3 10 17 7 6 7 12 2 1 7.9 

(slight) 

1 4 2 0 0 0 0 10 7 6 3 

1 0 4 8 1 1 2 1 3 3 2.4 

0 7 4 3 ‘ 4 7 6 11 11 6.1 

3 11 10 11 9 5 9 17 21 20 3.8* 
20 47 32 30 30 2 41 74 91 38 3.41¢ 

Cons. Cons. Cons. Cons, Generally More D&C More D&C Many D&C 99% Cons. 99.5% 
Cons. Cons. Cons. Gen. Cons. Maj. D&C Cons. 

0 0 0 i 33 13 54 67 54 43 28.5 
20 53 50 36 34 47 100 148 70 17 44.7 
59 75 33 45 22 46 62 87 104 122 51.9 

4 5 0 4 5 6 5 5 6 0 3.2 

4.81 3.83 0 5.55 8.2 6.06 3 2 3.3 0.0 3.7 
10.4 103 10.4 9.2 8.1 5 8.2 Te 6.48 6.91 8.269 


*3.8 gen. aver. plus. 


+ Transfusions 3.41 average. 
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was 8.26. This gives a eross sectional 
picture of abortions in a representative 
general hospital (bed capacity, 476) at 
the time of this observation. 


RIL FACTOR 


During the past few years, all of those 
doing obstetrics, have become increas- 
ingly conscious of this new discovery as 
to the cause of a rather heavy death-rate 
in apparently normal, newly born in- 
fants. Unfortunately, we are still rather 
at a loss as to what to do with these 
cases, unless they are born in a hospital 
where satisfactory donors are available 
and proper blood transfusions can be 
given at once. I refer to some interest- 
ing statistics by Lee;* of 616 cases 
tested, there were 12 per cent of Rh 
negative mothers; 15 per cent of an ante- 
partum group was Rh negative. Ninety- 
eight husbands were tested of whom 80 
were Rh positive, 14 negative. The hus- 
bands of four Rh positive women were 
Rh negative. Of 749 specimens tested 
for hospital blood banks, 14 per cent 
were Rh negative. These form a nucleus 
for the hospital’s Rh Negative Donor’s 
Club. 

In seven eases of erythroblastosis re- 
ported by Lee, all the mothers, with one 
exception, were Rh negative. All the 
fathers were Rh positive; all the babies 
were Rh positive. The one exception 
could not be explained; father, mother 
and baby were all Rh positive. Three 
of the babies with erythroblastosis were 
saved by transfusions of Rh negative 
blood. All children of Rh positive par- 
ents died. Only one of the others de- 
veloped any amount of agglutinins. 

I cite the preceding as a warning to 
be on the lookout for these cases of 
erythroblastosis. As soon as a_suffi- 
cient amount of serum is available, tests 
should be done routinely; certainly, if 
there is any history of a previous abor- 
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tion which has not been satisfactorily 
explained. 


HYDATID MOLE AND CHORIONEPITHELIOMA 


We see in our practice an occasional 
case of hydatid mole and, still less com- 
monly, of chorionepithelioma. 

From the statistics of the Obstetrical 
and Gynecological Service of the Charity 
Hospital, New Orleans, during 10 years, 
85,405 pregnant women were admitted 
to this service. The incidence of typical 
hydatid mole in this period was one out 
of 3,049 pregnancies. Normal subse- 
quent pregnancies occurred in 18 per 
cent. Two patients had recurrent moles, 
two and three respectively. In 1940 an 
analysis was published of 10 cases of 
chorionepithelioma in this hospital; 
these having occurred in the preceding 
10 years. Since then four additional 
“ases have occurred. In the present 10 
year series of ‘‘full blown’’ moles, only 
two became malignant. Five of the 29 
patients with moles had complete hyster- 
ectomy, which may have lowered the per- 
centage of chorionepithelioma. 

In view of these figures, I feel that 
steps should be instituted to lower the 
incidence of hydatid mole degeneration, 
as well as of infections and continued 
bleeding from retained products of con- 
ception, in cases of abortion before the 
third month of pregnancy. Curettage 
is advocated, this to be performed 
twenty-four hours after the occurrence 
of the abortion, if the patient’s tempera- 
ture remains normal; if sepsis is present, 
there should be a delay of five days after 
the temperature has returned to normal. 

In the younger patients, conservative 
treatment of such moles is generally 
used, unless there is definite indication 
of malignancy. If the patient is 35 or 
more, however, hysterectomy is usually 
a safer procedure. In all such cases, 
regardless of age, where treatment has 
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been conservative, frequent laboratory 
examinations should be made to deter- 
mine whether any retained products of 
pregnancy or gonadotropic substances 
remain. If these tests reveal any evi- 
dence of malignancy, radical treatment 
should be instituted at once; otherwise 
we may get metastases to the lung, brain 
or other structures. These patients 
should always be instructed to return 
regularly for reéxamination. 


CARCINOMA OF THE CERVIX COINCIDENT 
WITH PREGNANCY 


During 32 years, there were admitted 
to the Mayo Clinic, 3,570 cases of carci- 
noma of the cervix® with pregnancy 
present in 26, or 0.7 per cent, when the 
‘arcinoma was found. This pregnancy 
may occur after carcinoma has devel- 
oped; the average age of the 26 patients 
being 32 years. In the past, there has 
been no set rule for the treatment of 
‘~arcinoma of the cervix in pregnant 
women, but in the first trimester, the 
fetus has generally been disregarded. 
Radium, X-ray and surgery are the 
safest treatment here as well as in the 
second trimester; in giving treatment, 
we should still consider the mother’s 
welfare first. In the third trimester, 
radium may be used as soon as it is 
felt that a viable baby may be gotten 
by cesarean section. The cervix of every 
patient who is thought to be pregnant, 
should be visualized with a speculum on 
the first examination. If we do this, we 
will find some of these early cases of 
‘arcinoma and save a few lives which 
would otherwise be lost. It has been 
suggested that the proportion of abnor- 
mal fetuses resulting from radiation 
might run as high as 20 per cent; we 
feel that this figure would be too high 
if treatment were given after the fetus 
is fairly well developed. 
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THIRD DEGREE LACERATIONS AT DELIVERY 

Most obstetricians will attempt to do 
repairs at the time the injury occurs, if 
conditions are favorable. If, however, 
the patient is delivered in her home or 
where surroundings are not favorable 
to asepsis, it is better to delay this work 
until she can be sent to a hospital where 
a surgical set-up can be had. If com- 
plications arise, they will usually do so 
within ten days or two weeks. The ques- 
tion then presents itself as to whether 
it is wiser to do secondary repair then, 
or wait until later. If properly done at 
the time, good results may usually be 
expected. When the perineum has been 
repaired and the sphincter ani brought 
together without great tension, the 
sphincter may be cut posteriorly under 
the mucous membrane so as to relieve 
all tension on the sutures. This will heal 
as quickly as does the anterior lesion 
and takes the tension off the repaired 
sphincter. The longer the delay in oper- 
ating after laceration, the more retrac- 
tion there will be of muscles and mucous 
surfaces. 


DYSPAREUNTA 


This condition may be classified as 
primary or secondary; the primary 
group including those cases in which 
coitus has always been painful; the 
secondary, those where it was not so in 
the beginning, but became so later. Some 
patients experience slight discomfort for 
a short time at first coitus, but this will 
disappear shortly unless some disease or 
other pathological condition is present. 
In recently married women, it is usually 
due to some disturbance about the vulva. 
There may also be a certain amount of 
dyspareunia for a short time after child- 
birth, but unless there is some definite 
pathological condition left behind, this 
will soon clear up. There are also those 
women who are nervous or psychically 
disturbed, as well as those who are 
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harassed by sexual intercourse because 
of repugnance to the man concerned. 
There may also be recurrent pain in the 
frigid. The seat of stimulation may also 
be a factor; in the younger groups, the 
clitoris is the chief point of stimulation 
while in the mature, the vagina is more 
sensitive. 

It is imperative that the physician 
make an accurate estimate of the cause 
or causes involved. He must determine 
precisely whether definite pathology is 
present, and if not, whether mental or 
physical causes are at the bottom of the 
trouble; whether pain results from 
frigidity, from endocrine imbalance, 
from some psychic disturbance, or a 
combination of these. He must then 
treat whatever physical condition he may 
find, at the same time advising the pa- 
tient of the true state of affairs—which 
two procedures together often result in 
satisfactory adjustment without further 
trouble. 

ECTOPIC PREGNANCY 

Some of the most dramatic cases that 
we have to deal with in gynecology or 
abdominal surgery, are those involving 
ruptured ectopic pregnancies. These pa- 
tients are so desperately ill in so short 
a time after the rupture, that unless 
their condition is promptly diagnosed 
correctly, disaster may result. Farrell 
and Secheffey® analyzed 75 eases and 
made a comparison with 82 previous 
cases which they had studied. The 75 
made up 1.3 per cent of the gynecological 
admissions to their service. The gross 
incidence of pelvic inflammatory dis- 
eases was listed as 40 per cent. Abdomi- 
nal pain was present in all cases and 95, 
or 59 per cent, had had irregular 
menstruations. Pelvic masses could be 
outlined in 59 per cent. 

The laboratory picture of tubal abor- 
tion or ruptured ectopic pregnancy 
shows much early inflammation, under 
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which circumstances, we would expect 
to find the following: (1) decrease in red 
blood cells, (2) increase in white blood 
cells, (3) decrease in hemoglobin and 
(4) inerease in sedimentation rate. 
Physical findings show that these pa- 
tients normally are in shock or are suf- 
fering excruciating pain. They have 
extreme tenderness over the abdomen, 
particularly over the lower half; there 
may also be shoulder pain such as results 
from from irritation of the diaphragm 
by free blood in the abdominal cavity. 
This may resemble the pain a patient 
feels while taking a Rubin test, where 
the carbon dioxide goes through into the 
upper abdomen and irritates the phrenic 
nerve, 

In this study, these authors listed the 
proportion of correct diagnoses as 76 per 
cent; the total mortality, 2.3 per cent; 
operative mortality, 1.9 per cent. In 
their first series, the mortality rate was 
2.5 per cent as compared with 1.3 per 
cent for the later series. 

There are some who advocate delay- 
ing operation until a transfusion can be 
given to get the patient out of shock be- 
fore surgery is attempted. Personally, 
I feel that as soon as the condition has 
been diagnosed as a ruptured ectopic 
pregnancy, a transfusion should be given 
and surgery done at once to stop the 
hemorrhage. It is rather remarkable 
how quickly a patient will come out of 
shock and a smooth convalescence will 
be started. ‘‘Where there is delayed or 
missed menstrual period or an unusual 
type of flow with history of sudden 
abdominal pain and possibly the onset 
of a slight vaginal bleeding—think of an 
ectopie.’’ 

GENITAL FISTULAE IN WOMEN 

J. Marion Sims is spoken of as the 
father of modern gynecology. This is 
based on his operations on vesicovaginal 
fistulae. His first suecessful operation 




















was done on a slave girl in Montgomery, 
Alabama, in 1849.* His reward came 
after the thirteenth attempt at closure 
on this patient. The use of silver wire 
made it possible for him to attain the 
desired result. These vesicovaginal 
fistulae are usually from one of three 
causes: poor obstetrics, bungling sur- 
gery or ill-judged radium or roentgen- 
ray therapy. 

Today, we do not see so many cases 
resulting from obstetrical trauma, due 
to improved technics and hospital facili- 
ties and to shortened labors. Surgical 
cases are chiefly due to hysterectomy, 
usually resulting from trauma to tissues 
by a hemostat with subsequent sloughing 
through the bladder wall. 

Fistulae which follow radium or X-ray 
therapy are quite prevalent. So far, we 
have been unable to do much to prevent 
them beyond the usual caution of sereen- 
ing healthy tissue from the rays. Pa- 
tients who have had radium applied to 
the fundus or cervix should have post- 
‘adiation examinations routinely. Many 
of these patients will be cured of the 
malignancy for which the radium was 
applied, only to develop stricture of the 
ureters and ‘‘die kidney deaths’’ from 
ureteral obstruction. 

Some of the patients with injuries 
which result in third degree lacerations 
of the perineum, will incidentally de- 
velop rectovaginal fistulae which might 
have been prevented by episiotomy, 
manual dilation and massage of the 
perineum and vagina. Phaneuf‘ gave a 
remarkable report of 110 cases he oper- 
ated on for vesicovaginal fistulae in 
which he obtained satisfactory end re- 
sults in 108. The preoperative use of 
sulfasuxide was very helpful in these 
cases as it controlled the flora of the in- 


* Those of us who live in Alabama have a right 
to be proud of Dr. Sims. His son-in-law, Dr. John 
A. Wyeth, was founder of the New York Polyelinie— 
the first postgraduate medical school in the world. 
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testinal tract, thereby lessening the inci- 
dence of infection. 

Anyone doing abdominal or pelvie sur- 
gery should be thoroughly familiar with 
the anatomy; where there is a question 
of the ureter being involved, if neces- 
sary, pass ureteral catheters to identify 
the ureters before any cutting is done. 
Following are some of the qualifications 
for the surgeon attempting this type of 
work: (a) knowledge of the field of oper- 
ation, (b) presence of mind, (¢) ability 
to identify tissues before cutting, (d) 
ability to make satisfactory preliminary 
exposure, (e) knowledge of what condi- 
tions indicate the need for eystoscopic 
examination and the passage of cath- 
eters, (f) skill to limit isolation and de- 
nudation of ureters, (@) knowledge of 
the use of early-absorbable sutures 
where work is close to the ureters, (h) 
ability to avoid postoperative infection 
or injury by care in catheterization and 
avoidance of rigid catheters, an over- 
distended bladder, and the like. The first 
danger zone for the ureters is where they 
cross the iliac vessels, the second. is about 
the ovarian fossa. 

Ureteral obstructions are often found 
to be quite extensive if carcinoma of the 
cervix is present. In doubtful cases, 
when a retrograde pyelogram cannot be 
made, resort should be had to intra- 
venous urography as this will often re- 
veal obstructions in the upper urinary 
tract when inflammatory masses and 
tumors are present. 


UTERINE BLEEDING ° 


In uterine bleeding three definite 
periods of life should be considered: 
(1) puberty, (2) adolescence and the 
child-bearing years (menstrual life), 
(3) postclimacteric. We did a study of 
107 cases by endometrial biopsy. The 
following shows in brief the findings in 
these cases: 
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TABLE II 


107 Cases, Toran Biopsies 267 
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Number of biopsies........... oh 95 28 2 2 3 1 15 3 23 
Per cent of total biopsies..... 35.9 3.5 10.4 74 74 1.08 3 5.5* 1.087 8.6 


*This is the percentage of total biopsies taken; the percentage of placental tissue found in 107 cases was 14. 


7 This is the percentage of total 267 biopsies taken. 

The percentage of malignancies in 107 cases, was 
2.8. This shows the different types of endometrial 
tissues which were found as well as placental tissue 
in 14 per cent of the 107 eases. Many of these 
patients gave no history of knowing that they had 
been pregnant; pregnaney in others had taken place 
several years prior to the taking of the biopsies. 
This indicates that placental tissue remains in the 
uterine cavity for long periods after pregnancy has 
ended. This study was made primarily in cases of 
bleeding suspected to be of endocrine origin, other 
than those which might have cancer. However, of 
this number, there were 3 (or 2.8 per cent) in whom 
malignancies were found. 

CONCLUSIONS 

1. Seventy-five white and 382 colored 
patients were studied. 

2. In this study of 107 cases, over a 
period of 3 years, the average age of 
patients was 38, the youngest being 14, 
the oldest, 69. 

3. The average number of biopsies 
was 2.4 (ranging from 1 to 24) per 
patient. 

4. The proportion of positive Wasser- 
mann reactions was 7.1 per cent (for 
both white and colored). This was not, 
in our opinion, any great factor as a 
cause of bleeding. 

5. The percentage of unsuspected 
malignancies found in this group was 
2.8. The ages of the patients so affected, 
were 26, 51 and 59 years respectively. 

6. There were in the group, 15 (or 
14 per cent) who had retained placental 
tissue. 

7. The menstrual cycle is definitely 
under the control of the endocrine sys- 
tem. The glands bearing a fundamental 
relation to this function are the anterior 
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hypophysis, the ovaries and the thyroid. 

8. A diagnosis of irregular menstrua- 
tion as a pathological condition should 
always be made cautiously, owing to 
the variation of the cycles of normal 
individuals, 

9, An examination of the endometrial 
tissue is of great importance, as it 
closely reflects the functional activity of 
the ovaries in most cases of abnormal 
bleeding. 

SUMMARY 

The author reviews, under separate 
subheadings, a number of the more com- 
monly encountered problems of gyne- 
ecological and obstetrical practice. He 
recites his own observations, also the 
published observations of others, on 
some of these topics. He gives, in both 
text and tabular form, the results of ten 
years’ study in a representative general 
hospital in a southern city (bed capacity, 
476). 

SOM MAIRE 

L’auteur passe en revue, sous dif- 
férents sou-titres, les problémes les 
plus frequénts, qu’on rencontre dans !a 
pratique gynécologigue et dans la pra- 
tique obstétricale. I] nous récite ses 
observations personnelles et celles d’au- 
tres observateurs. I] nous donne sous 
formes classifiées les résultats de dix 
ans d’étude dans un des grands hépitaux 
d’une ville du sud (capacité, 472 lits). 


(Continued on page 347) 




















Herniation of Subfascial Fat as a Cause of Low Back Pain 


Results of Surgical Treatment in Thirty-one Cases* 


RALPH HERZ, M.D. 
CLEVELAND, OHIO 


HYSICIANS and surgeons still 
have much to learn about low back 
pain, which is one of the com- 

monest complaints encountered in medi- 
cal practice. When all known causes of 
low back pain have been excluded, many 
cases still remain in an undifferentiated 
group. There are widely divergent 
opinions as to the cause of the pain in 
these instances. Much has been written 
about ‘‘fibrositis’’? and trigger points. 
These are painful pressure points that 
can be elicited by palpation and relieved 
by injections of some anesthetic solu- 
tion, but opinion varies as to the 
underlying lesion in these cases, or the 
mechanism of pain production. 

Recently I have observed a series of 
patients with these trigger points of 
pain and spasticity of the muscles of the 
back in whom disappearance of back 
pain followed surgical removal of a 
nodule of fat in the painful area. This 
report extends and amplifies that pub- 
lished in July, 1945.1. My observations, 
which coincide with those published in 
England last year by Copeman and 
Ackerman,? show that herniations of 
subfascial fat account for some, per- 
haps for a considerable number, of cases 
of severe low back pain that have 
hitherto fallen into an undifferentiated 
group. 


Case 1. In January 1937, I saw a patient 
who was suffering from excruciating pain in 
the back. She could not turn in bed nor 
could she rise from a sitting position without 
aid. Deep palpation revealed a very tender 
nodule over the left side of the sacrum, about 


* Read at Tenth Annual Assembly, U. S. Chapter, 
International College of Surgeons, Washington, D. C., 
December, 1945. 








5 centimeters from the spine and equidistant 
from the crest of the ileum. Pressure over 
this nodule produced severe radiating pain. 
Cireuminjection with 2 per cent procaine 
solution caused immediate relief of pain and 
spasm, but these recurred when the anesthetic 
solution was absorbed. Subsequent injections 
gave similar temporary relief. Biopsy was 
suggested but was refused at that time. 
Finally, after repeated disabling attacks, she 
consented to an.operation in May, 1945; since 
removal of the fatty nodule she has had con- 
tinuous relief. 


Case 2. In October, 1943, I observed an- 
other patient, also a woman, with very severe 
acute low back pain; examination revealed an 
extremely tender, palpable nodule on the 
right side of the sacrum. Cireuminjection 
with 2 per cent metycaine gave immediate 
relief. The patient had a history of ‘‘lum- 
bago’’ of several years’ duration. Often when 
she stooped, she could not rise unaided ; dur- 
ing acute exacerbations, she could not turn 
in bed. The nodule in this case was hard, 
freely movable, about 5 centimeters in diam- 
eter, and felt like an encapsulated tumor. The 
patient agreed to an operation. 

Upon incision over the nodule, the fat tissue 
welled into the incision and part of this was 
excised. A search was made for the painful 
nodule, but it could not be located, even 
though the fat was removed down to the 
fascia of the gluteus muscle. The specimen 
was examined very carefully, but no tumor 
tissue was found. There were simply two 
similar lobulated masses of fat, roughly round 
and measuring 5 centimeters in diameter. 
Sections showed homogeneous yellow fat, 
slightly lobulated. When I saw the patient 
later in the day, after the effect of the anes- 
thetic had disappeared, she volunteered the 
information that the pain in her back was 
entirely relieved. She has had no recurrence 
of this difficulty during the two years since. 
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In December 19438, and again in 
February 1944, I operated on patients 
with similar disabling syndromes, who 
also had palpable nodules in the back 
which were trigger points of pain, and 
were relieved temporarily by local in- 
yea tec, 
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Fig. 1.—Situation of ‘‘trigger points’’ of pain 
(after Copeman and Ackerman). 


jection of anesthetic solution. In both 
instances, the only tissue removed was 
fat, and both showed the same striking 
clinical improvement as the first. 
Since histopathologic examination of 
excised tissue showed no change which 
could account for the relief these pa- 
tients obtained, an anatomic explana- 
tion was sought. I consulted Dr. Nor- 
mand L. Hoerr, Professor of Anatomy 
at Western Reserve University, on this 
point. Search in anatomy texts and 
atlases failed to yield any clew. How- 
ever, when Copeman and Ackerman pub- 
lished their clinical and anatomic study 
disclosing that herniations of fascial fat 
were the basis for trigger points of pain 
in so-ealled fibrositis, it seemed probable 
that this type of lesion had accounted 
for the back pain, and its striking relief 
by surgery, in the cases I had observed. 
When they inaugurated their study 
on ‘‘fibrositis,’’ these authors first 
sought, and expected to find, a lesion 
of fibrous tissue accounting for the 
trigger points of pain. They first 
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SUBFASCIAL FAT —_—— 
charted the situation of trigger points 
in patients with ‘‘fibrositis,’’ and found 
that they were located consistently in 
certain parts of the back. Later, in dis- 
sections of fourteen cadavers, they 
found that the situation of trigger 
points (fig. 1) coincided almost exactly 
with the basic fat pattern in the back 
(fig. 2). They found that beneath the 
subcutaneous fat and areolar tissue 
lies the highly vascular superficial 
fascia, which forms a continuous sheet 
from the neck to the gluteal region. 
Space between this and the deep fascia 
is principally potential, containing little 
or no fat. In certain well defined places, 
however, deposits of pink fat constantly 











Fig. 2.—Basie fat pattern in the lower back (after 
Copeman and Ackerman). 


occur. These, with equally constant 
deep areas, constitute the basic fat pat- 
tern. In obese persons, this fat pattern 
tends to be obscured by more general- 
ized deposition of fat. The fascias are 
not of uniform thickness, being notably 
thinner in certain places; frequently 
there are actual deficiencies in the 
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fascial membranes. In these places, the 
underlying fat tends to bulge through, 
sometimes resulting in complete hernia- 
tion (fat hernia). These small hernias 
tend to occur at points where the fascia 
is weak and do not give rise to symp- 
toms until some incident, such as sudden 
trauma or some pyrexial illness (entail- 
ing lying on the back for several days) 
produces an increase in pressure and 
a painful degree of distention. This 
leads to edema, which may perpetuate 
the condition. 

Copeman and Ackerman also de- 
seribed ten eases (all in men in the 
armed services) in which fatty tumors 
were excised, with striking relief of 
back pain that had been severe and 
disabling. 

This report, which shed considerable 
light on the subject of these painful 
fatty nodules, and offered a likely ex- 
planation of the clinical results that I 
had observed, led me to the dissecting 
room, where I have dissected the backs 
of two cadavers. One of these was 
‘achectic; the other had been well nour- 
ished. The findings were essentially the 
same as those reported by Copeman and 
Ackerman. In the eachectic specimen, 
on dissection of a skin flap from the 
level of the last dorsal vertebra to the 
left trochanter, and laterally to about 
the anterior superior spine of the ilium, 
the superficial fat pads were distributed 
in a regular pattern. The superficial 
layer of the superficial fascia was then 
dissected and reflected by a longitudinal 
incision. Distribution of fat pads fol- 
lowed essentially the same pattern as 
that of the superficial fat between the 
skin and superficial fascia (fig. 3). The 
deep layer of the superficial fascia was 
then dissected by making a longitudinal 
incision and reflecting this fascia later- 
ally and mesially. Exposure of this 
area revealed a large fat pad lying over 
the gluteal region about 3 centimeters 
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from the spine (midline), and extending 
below the level of the posterior superior 
spine of the ilium. This fat pad was 
roughly 10x15 centimeters and varied 
from 0.4 to 0.8 centimeters in thickness. 
It was attached loosely to the deep layer 


amma 





Fig. 3.—Situation of basie fat in relation to the 
gluteal muscle as shown by dissection. 


of the superficial fascia and to the fascia 
and the fibers of the g@luteus maximus 
muscle. The deep layer of the super- 
ficial fascia had several weak areas, 
through which this fat could very easily 
be forced into the space between the two 
layers of the superficial fascia. In this 
specimen, the space between the two 
layers was small, because the amount of 
fat was minimal. Dissection on the 
other side revealed essentially the same 
findings, which, with minor variations, 
are consistent with those found in the 
other cadaver. 

T have, to date, operated on thirty-one 
patients with this type of back pain, and 
have observed these herniations. The 
clinical results following removal of the 
fat hernia have been almost uniformly 
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good. Twenty-eight patients have had 
complete relief of disabling back pain. 
In two, the results have not been satis- 
factory. In the other case, the outcome 
is doubtful. In addition to these cases 
in which operation has been performed, 
I have also observed fifty-four patients 
whose back pain is apparently due to 
this same cause. These patients have 
one or more palpable nodules which are 
trigger points of pain, and have been 
relieved by circuminjection with anes- 
thetic solution (Table 1). Some of these 


TABLE 1 


Herniations of Subfascial Fat 
Clinical Experience 


DOIAMREON (COG ows cp alosen en's tania sews 85 
Males, 28; Females, 57 

JET OE COTE Lo go 0.) 1 ar eee eee ae ea 85 

Relief by cireuminjection of anesthetic solution.. 82 

OPErAION: PERLOVMNON 22s: 600i: sss ayes saa 31 

Relief following operation...................: 2 


patients can be kept comfortable by re- 
peated injections of anesthetie solution ; 
some will probably come to operation 
later. 

These anatomie and clinical observa- 
tions indicate that herniations of sub- 
fascial fat may occur through weak 
points in the superficial fascial layer 
and membrane, and that these fat 
hernias may be the cause of disabling 
back pain. This cause of low back pain 
has not been generally recognized. 
Besides the excellent contribution by 
Copeman and Ackerman, the only allu- 
sion to this condition that I have found 
in the literature was published by 
Sutro,® in 1935. He described  sub- 
cutaneous fatty nodes in the sacroiliac 
area, and reported one case in which 
low back pain was relieved immediately 
and permanently by removal of such a 
fatty nodule. In four instances in 
which the fatty nodule was removed, 
the tissue was apparently normal 
adult adipose tissue, somewhat lobu- 
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lated. He reported that in 170 un- 
selected hospital patients suffering from 
various complaints, subcutaneous nodes 
were palpated in the sacroiliae region in 
ninety-four. In forty-five, they were 
present unilaterally and in forty-nine 
they were bilateral. While nodules were 
noted in thin persons, the incidence in 
obese women past middle age was gen- 
erally highest. Thirty-three of these 
ninety-four patients had low back pain 
of muscular-skeletal origin. Sixteen of 
these thirty-three had tender nodules in 
the sacroiliac region. 

The typical story in the cases I have 
observed, is that there is a history of 
trauma due to strain which initiated the 
pain. In all instances, the pain in the 
back is extremely severe and often is 
referred down one leg. In some, there 
have been recurrent attacks of such 
pain for many years, which had been 
periodically incapacitating. In many in- 
stances, the patients could not turn in 
bed during these exacerbations. In all 
vases a definite mass was palpable. This 
was extremely tender; pressure on it 
intensified the pain. Important diag- 
nostic features are the severity of the 
pain, the frequent history of trauma, 
the frequency of radiating pain, the 
presence of a palpable tender mass 
which is a trigger point of pain and 
can be relieved temporarily by injection 
with an anesthetic solution. 

The following additional case _his- 
tories are illustrative and typical of the 
findings and clinical results: 


Case 3. A truck driver, aged 33, had in- 
jured his back in a fall from a truck, two 
months previously. His back became so stiff 
that he could not bend over. He became 
fatigued easily and had increasing pain in 
the back. This was especially severe at night, 
when he had to change his position frequently. 
For the past two weeks, there had been radi- 
ating pain down the right thigh. Since the 
injury, he had consulted several physicians. 
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He had received various forms of physical 
therapy and had been advised to wear a brace. 
Physical examination revealed a hard, cir- 
cumscribed irregular nodule over the right 
side of the sacrum near the sacroiliac june- 
tion. There were also tender trigger points 
over the left side of the sacrum. The one on 
the right was extremely tender to palpation 
and appeared to be attached to underlying 
structures. At operation, multiple fat lobules 
were found in the right gluteal region. These 
were all exposed and dissected widely. Five 
small lobulated masses of fat were removed 
from the left gluteal region. Hernial open- 
ings in the fascias were located and sutured. 
The skin on both sides was closed with a sub- 
cuticular suture of alloy steel wire No. 30. 

Tissue from the right sacroiliac region con- 
sisted of fourteen small, roughly rounded 
fragments measuring from 0.5 to 2 centi- 
meters in diameter. The material was mod- 
erately firm, lobulated, hyperemic, homoge- 
neous fat. Two fragments were brownish red, 
tough and consisted principally of fibrous 
tissue. Tissue from the left sacroiliac region 
was composed of five similar small, roughly 
rounded, lobulated fragments of homogeneous 
yellow adipose tissue measuring from 0.8 to 
2 centimeters in diameter. Sections showed 
mature homogeneous, lobulated fat which was 
the seat of slight focal edema and hemorrhage. 
There was partial lobulation by dense bands 
of relatively acellular collagenous connective 
tissue. Some of the latter contained small 
nerves. There were foci of edema and infiltra- 
tion of moderate numbers of lymphocytes and 
polymorphonuclear leukocytes sometimes in 
perivascular location. The pathologie diag- 
nosis was adipose tissue, the seat of focal sub- 
acute inflammation. 

The patient had immediate relief from the 
severe back pain, and has been perfectly well 
for three months. He reports that he can run, 
bend and work without any trouble. 


Case 4. A woman, aged 33, had had severe 
back pain for two years. It was an ordeal to 
stoop over or be on her feet for any length 
of time. There was constant dull pain in the 
lower back which extended down the right 
lee, and at times became ‘‘almost unbear- 
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able.’ Examination revealed palpable pain- 
ful nodules over both sides of the sacrum; 


these were temporarily relieved by cireum- 
injection of anesthetic solution. 








Fig. 4.—Technie of operation for removal of  bilat- 
eral subfascial fat hernias. 


At operation, a wide dissection of fat was 
made on both sides. The patient’s back pain 
was relieved immediately, and she was up out 
of bed three hours after the operation. Three 
weeks after she returned home, she did her 
own laundry and drove her ear. Six weeks 
later she was back on her bowling team and 
experienced no pain or sequelae from this 
exercise. 

The tissue removed from the left side con- 
sisted of irregularly shaped pieces of yellow 
lobulated fat, measuring 5x5x 3.5 centi- 
meters. There were also numerous smaller 
pieces of fatty tissue. The tissue removed 
from the right side included four pieces of 
soft, pale yellow, lobulated fat, with inter- 
mingled fine gray bands of fibrous tissue, 
measuring from 2.5x 5.5.x 1.5 centimeters up 
to 8x 5x8 centimeters, and numerous smaller 
pieces of finely lobulated fat. Microscopie ex- 
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amination showed mature fibroadipose tissue, 
with fat predominating. One section showed 
infiltration of many eosinophils, lymphocytes 


and large 
chronic inflammation. 
nosis was fibroadipose tissue and fibroadipose 
tissue with chronic inflammation. 


mononuclear cells, indicating 
The pathologie diag- 








Fig. 5.—Specimens removed (Case 2) showing defi- 
nite herniated lobules in surrounding fatty mass. 


rom a surgical standpoint, removal 


of the palpable fat mass presents some 
difficulty, especially when there is con- 
siderable superficial fatty tissue. In 
some instances, it has not been possible 
to 
clearly differentiated as the palpable 
nodule; in others, the definitely lobu- 
lated mass is easily discernible. 
the palpable 
fascial fat) 
tiated from the overlying superficial 
fat, a wide dissection of fat should be 
made down to the fascia itself (figs. 4 
and 5). 
mass, the fascial layer should be ecare- 
fully explored. 


see a definite mass that could be 


When 
nodule (herniation of 
cannot be clearly differen- 


After excision of this fatty 


In some instances, the 


weak point through which the hernia- 
tion occurred can be determined; this 
should be sutured. I prefer to close the 
wound with a small rubber drain, using 
a subeuticular suture of alloy steel wire 
No. 30. 


344 


HERNIATION OF SUBFASCIAL FAT 





MAY-JUNE 
1946 


From the anatomic studies, it seems 
probable that these herniations may 
exist potentially or actually in many 
persons without causing severe symp- 
toms. The role of trauma in initiation 
of symptoms should be stressed. Cope- 
man and Ackerman also mentioned the 
role of continuous bed rest in producing 
an increase in fat pressure and a pain- 
ful degree of distention. When the dis- 
tention of the fat lobule is of sufficient 
degree, the blood supply to the fat is in- 
terfered with and edema and occasional 
hemorrhage occur. These changes initi- 
ate the symptoms. It seems plausible 
that, with subsidence of hemorrhage and 
focal edema in the fat lobule, there may 
also be subsidence of symptoms, with 
later recurrence following even a slight 
precipitating strain. From the histories 
related by some patients, this would 
seem to be what had happened. In 
others, in whom the disability is more 
or less chronic, it would appear that 
the edematous condition does not sub- 
side sufficiently to bring relief; the 
herniation becomes strangulated and 
fixed, perhaps with development of 
fibrous tissue. 

The pathologic changes in these cases 
are not of great significance. The speci- 
men removed usually consists of mature 
adipose tissue, sometimes definitely 
lobulated (fig. 6). In some cases the 
lobule of fat has a pedicle, probably the 
result of long-standing strangulation of 
the fat hernia. Oceasionally there is 
young fibrous tissue growing into the 
fat. The fat tissue usually shows edema 
and hemorrhage. In one ease in this 
series, there were lobulated groups of 
mature adipose cells separated by dense 
bands of fibrous connective tissue, which 
in some places exhibited edema and 
foeal hemorrhage. In one_ instance, 
nerve tissue was found in the fat lobule. 

The majority of patients in this series 
were women; only eight of the thirty- 
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one patients operated upon were men. 
Since the first seven patients I saw all 
were women, I thought at first that 
perhaps the condition was confined to 
females. However, all ten cases re- 
ported by Copeman and Ackerman 
were in men, and in the past six months 
I have seen twenty-eight men suffering 
from this type of condition. In his re- 
port on the incidence of fatty nodes in 
the sacroiliac region in. 170 hospital 
patients, Sutro commented that while 
they were sometimes noted in thin per- 
sons, the incidence in obese women past 
middle age was generally highest. This 
observation agrees with my clinical ex- 
perience, in which two-thirds of the 
patients were women. 


SUMMARY AND CONCLUSIONS 


In a series of thirty-one cases, ex- 
cruciating pain in the back, sometimes 
accompanied by leg pain, has been re- 
lieved by surgical removal of a herni- 
ated tumor of subfascial fat. In many 
instances there was a history of trauma 
as the precipitating cause of back pain, 
often with a history of recurrent at- 
tacks. In all instances, there was a 
palpable mass which proved to be a 
trigger point of pain, and the diagnosis 
was confirmed by injections of anes- 
thetic solutions around the mass, which 
produced prompt though temporary re- 
lief. In addition to these thirty-one 
patients who have been subjected to 
surgical treatment, I have also observed 
fifty-four patients with a similar con- 
dition, relieved by local anesthetic 
injections, who have not been operated 
upon. 

Anatomic dissections reported by 
Copeman and Ackerman, in England, 
and those that I have made, explain and 
confirm these clinical observations. In 
the back, the distribution of fat under- 
neath the superficial fascia follows a 
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consistent pattern (basic fat pattern) 
which coincides with the areas im which 
trigger points of pain are found in cases 
ot low back disability. The dissections 
show that at certain points, the fascial 
fibers and membrane are weak; hernia- 
tions of the subfascial fat may easily 
occur at these places. Sudden strain 
precipitates the herniation of fatty tis- 
sue, which then becomes edematous, 
causing pressure which may lead to 
severe and disabling back pain. 

Since pain in the back is such a com- 
mon cause of disability, it is important 
to isolate the definite cause whenever 
possible. There are many’ known 
sauses of back pain for which there are 
standard treatments, but there are also 
many cases in which the cause is obscure 
and the patient gets little or no relief 
from symptomatic treatment. It seems 
probable that some patients (perhaps a 
fairly large proportion) in whom the 
‘sause of back pain has not been diag- 
nosed previously, may have herniations 
of fascial fat, surgical removal of which 
may bring prompt and lasting relief. 
Beeause a history of trauma due to 
strain is so common in these cases, it 
seems obvious that many of the cases 
of so-called nonspecific traumatic back 
disability may fall in this group. Hence 
the condition has significance in rela- 
tion to industrial medicine and compen- 
sation cases. Another group of cases 
in which this condition may frequently 
be found is that of so-called chronic 
fibrositis. In this condition, nodules can 
often be palpated which prove to be 
trigger points of pain and ean be re- 
lieved by local injections of anesthetic 
solution. It is also my impression that 
some, perhaps many, cases of so-called 
functional back pain, which is consid- 
ered to be psychogenic, may be due to 
subfascial fat hernias. 

This operation is not presented as a 
panacea for all types of low back pain. 
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However, it seems certain that if the 
possibility of such a lesion is recognized 
and if careful examination is made for 
palpable masses which may prove to 
be trigger points of pain, numerous 
patients may, by this procedure, be 
relieved of a condition that has incapaci- 
tated them, sometimes for many years. 


RESUME 

Dans une série de 31 cas observés par 
Vauteur, Vablation d’une tumeur adi- 
peuse hernice fut suivie du soulagement 
d’atroces douleurs du dos. De ces cas, 
et aussi d’un grand groupe présentant 
les mémes symptomes, lauteur est 
d’avis que chez des malades souffrant 
de douleur dans le bas dos, on doit en 
absence d’autres ¢tats pathologiques, 
songer 4 existence d’une hernie adi- 
peuse se frayant un chemin a travers 
le fascia. Les observations, ainsi que 
celles de deux chirurgiéns anglais qui 
ont étudié le question, Vont conduit a 
croire que cette condition se rencontre 
le plus souvent chez les femmes obéses. 
Néanmoins, il a observé cette condition 
chez des hommes et des femmes non- 
obéeses. L’enlévement chirurgical de 
des masses est suivi d’un soulagement 
complet et permanent de la douleur. 


RESUMEN 

Mn una serie de 31 casos observados 
por el autor, la presencia de intenso 
dolor lumbo-sacro fué aliviado medianie 
la extirpacién quirdrgica de un tumor 
eraso subfascial herniado. Iundandose 
en los resultados de estos casos y en los 
antecedentes de un gran grupo con sin- 
tomas similares, que todavia no han sido 
objeto de intervencién quirtirgica, el 
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autor estima que muchas personas que 
aquejan dolor lumbo-sacro, de causa 
inexplicable, puede ser que tengan tales 
hernias grasas a traves de la fascia. 
Sus propias observaciones y las de dos 
cirujanos ingleses que trabajan en éste 
mismo sentido, han convencido al autor 
que las personas que presentan este 
estado patolégico son mujeres de edad 
mediana y obesas, aunque él y_ los 
mencionados cirujanos ingleses han 
podido ver las referidas hernias en 
otros tipos fisicos tanto en hombres 
como en mujeres. La extirpacién qui- 
rurgicas de los nédulos responsables del 
dolor, proporciona casi siempre la com- 
pleta y permanente desaparicion del 
dolor. 


CBoJ. 


B cepuu 31 caryuaes, H3y4UeHHbIX aBTO- 
POM, MYYHTCbHas CIMHHAaA 6OUb Oblia O6- 
werueHa yadeHveM rpboKH MOAacwMab- 
Horo 2#upa. Ha OCHOBaHHH JTHX CJy4aes, a 
TakxKe OoOJbuUlel Tpyilbl C MOOOHbIMH 
CHMITOMaMH, KOTOpbie ele He Ob one- 
PHpOBaHbI, aBTOp yMaeT,. YTO MHOrHe 
OOJIbHbIe, CTpagaioulwe OT HHaye HeOOd’- 
ACHHMOH HH3KOM CIMHHOM OOM, HMeIOT 
TaKylO [PbDKY %WKHPOBOM OOOTOUKH Yepe3 
(pacuno. Ero na6uoeHHs, a TakKxKe JBYX 
aH’IMMCKHX XMpyproB, yOesHIM ero, YTO 
OOJIbUIMHCTBO TAKHX OOJIbHDIX ITO 2XKHPHHIC 
X%KCHULHHbI CpeswHero BO3pacTa, XOTA 92TH 
PpboKH ObiwIM HalieHbl WH B Apyrux (dpu3u- 
4ueCKHX THIIax, KaK B MY?KUHHAX, TaK HM B 
*KeHU[MHax. OnlepauuaA AIA yasenun 60- 
JI@3HCHHbIX HOON MOUTH BCerya MpHHOCHT 
MOWHOe WH MOCTOAHHOe M37Te4eHHe OOM. 


REFERENCES 


1. Herz, Ralph: Herniation of fascial fat as a cause of 
low back pain: with relief by surgery in six cases. J. A. 
M. A. 128:921-925 (July 28) 1945. 

2. Copeman, W. S. C., and Ackerman, W. L.: ‘“Fibrositis” 
of the back. Quart. J. Med. 13:37-51 (Apr.—Jul.) 1944. 

3. Sutro, C. J.: Subcutaneous fatty nodes in the sacro- 
iliac area. Am. J. M. Sc. 190:833-837 (Dec.) 1935. 


MAY-JUNE 
1946 








A ehh Ao oa me 


™M 


(C 











VOL. IX 
NO. 3 


(Continued from page 331) 
as to be a subject for discharge to civil 
life, to prepare him fully for readjust- 
ment and to making his own successful 
way in spite of whatever handicap he 
may have acquired. 
RESUME 

Apres une bréve revue des méthodes 
de réhabilation employées pour le soul- 
agement physiques des mutilés des 
guerres précédentes l’auteur nous décrit 
en detail l’ouvrage que le Navy Depart- 
ment de la deuxiéme guerre mondiale 
est en train d’accomplir. Les objectifs 
de ces méthodes est de restaurer !e 
blessé en excellente santé physique et 
mentale; si 1’¢tat du blessé est tel qu’il 
doit étre retourné a le vie civile on le 
prepare pour qu’il s’adapte 4 son en- 
tourage et qu’il puisee réusser dans la 
vie maleré les désavantages causés par 
son ¢tat de mutilé. 


RESUMEN 

Después de hacer una breve revista 
del trabajo de reabilitacién de _ los 
ivalidos, combatientes en guerras an- 


(Continued from page 3388) 


RESUMEN 


Kl autor analiza, bajo subtitulos dife- 
rentes, los problemas mas frecuente- 
mente confrontados en la_ practic: 
ginecolégica y obstétrica. Kstudia sus 
propias observaciones, las experiencias 
de otros autores y, en fin, algunos otros 
temas sobre el particular. Concluye 
haciendo, en forma desciptiva y con 
cuadros, un resumen de diez anos de 
experiencia en un hospital general rep- 
resentativo en una cuidad del sur de los 
EE.UU., con una capacidad de 476 


camas. 
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teriores, el autor describe con gran 
detalle lo que se ha hecho a este respecto 
en la Armada de los Estados Unidos 
durante la pasada Guerra Mundial. 
Hace especial hineapie sobre el objetivo 
de la reabilitacién que es, en substancia, 
el retorno del individuo inecapacitado a 
la completa normalidad funcional en la 
vida ordinaria o, en todo caso, si la 
invalidez es tal que no se le puede 
restaurar a la total normalidad, re- 
adaptarlo a una nueva vida en que 
pueda ser util a pesar de la ineapacidad 
que presente. 


CBou. 


Ilocae KpaTKoro O630pa pa6boTb peabu- 
JHTAWHH HHBAIHAOB TpexkHAX BOHH aBTOp 
JOBOJbHO AeTaIbHO ONHChIBAaeT paOoTy B 
3TOM HallpaBJeHHH CeBePpHO-aMepHKaHCKO- 
ro (paota BO BTOpolt MHpOBOH BOHHe. Ou 
OcOOeHHO NOAYeEPKHBaeT WeH ITOH peabu- 
JHTawHH: 1) BOSBpalleHHe OoOlila Ha CJLy%K- 
Oy B NOJHOM (PH3H4eCKOM H JLYXOBHOM 3)10- 
posbe, 2) eCIH OH Tak MOBpexKeH, 4TO 
JOJDKCH OLITb YBOJeH CO CiyKObI B LWITAT- 
CKY1O 2KH3Hb, TO HEOOXOAHMAa MOATOTOBKA 
ero K NOJHOMY IIpHcnocoOwenHHto XH ycrexy 
B X%KH3HH, HECMOTPH Ha CTeneHb Mpnodpe- 
TCHHOFO NOBPeK LeHHA. 


CBOd. 

B OTeJbHBIX PiaBax aBTOp aeT OOO3pe- 
HHe HaHOouee “aCTbIX 3aau, BO3SHHKAalO- 
UIMX B PHHeKOJOrMyecKOH WM akyuuiepcKoH 
mpakTHKe. B HeKOTOPbIX Cly4aAX OH aeT 
HaOJOeHHA, KAK COOCTeEBHHbIe, TAK HW Apy- 
rux apropos. B omucateibHOHK uw TaOwH4y- 
HOH (opmMe OH JaeT pe3ybTAaTbI ecATH- 
Je@THErO ONbITa B THMMYHOM 476 KOe4YHOM 
rociiuTaJe B 10%KHOM ropore. 
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Primary Malignant Disease of the Stomach 
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CHICAGO, ILLINOIS 


RIMARY malignant disease of the 

stomach constitutes one of the 

ereatest and gravest problems in 
medical practice. It should occupy a 
most important place in the thinking 
of the medical profession and the laity 
when considering the incidence and 
annual mortality rate. In the United 
States, despite steady improvement in 
the standards of medical practice 
throughout the country, the incidence 
of this disease is steadily increasing. 

Complete surgical removal of malig- 
nant lesions of the stomach remains the 
best method of treatment. Cancer of 
the stomach is always such a serious 
illness, that it demands prompt recogni- 
tion and treatment to prevent a fatal 
termination. It is evident therefore, 
that if results in the treatment of 
malignant gastric lesions are to pro- 
duce improvement, more responsibility 
in early recognition of the lesions must 
be assumed by the clinician who is first 
consulted by the patient. It is impor- 
tant to realize that the symptoms of 
carcinoma of the stomach are not 
always typical and clear cut; many do 
not present a text book picture of signs 
and symptoms. Unfortunately those 
patients who do present a text book 
picture of carcinoma of the stomach are 
in so far advanced a stage of the dis- 
‘ase, that they offer little hope for suc- 
cessful surgical removal. 

In order that the diagnosis may be 
made early, it is essential that the 
clinician be willing to subject to roent- 
eenologic and gastroscopie examination, 
many patients about whom he may 
entertain only the suspicion that they 
have the disease. The number of early, 
resectable lesions thus discovered will 


more than justify any inconvenience to 
the patient. 

In a fairly large number of instances, 
the surgeon will find that radical re- 
section is essentially only a palliative 
operation. Until a biologic test becomes 
available to suggest that a patient har- 
bors a malignant growth somewhere in 
his body, late recognition in many cases 
undoubtedly will continue. The tragedy 
of the situation is that carcinoma per se, 
certainly in the beginning, gives no 
symptoms at a time when it is a cur- 
able, resectable lesion. Gastrie carei- 
noma is not, as so many patients and 
a few physicians still believe, a hopeless 
disease. 

With improvement in preoperative 
preparation, technic and equipment, 
anesthetic methods and postoperative 


care, surgeons have greatly widened 


the field of operability on cancer of 
the stomach. ‘Total removal of the 
stomach, which was regarded as a rarity 
only a few short years ago, is now a 
relatively frequent procedure. While 
the results of total gastrectomy have 
not been too brilliant, the aggregate of 
patients who have survived for from 
one to several years after such an exten- 
sive procedure, in reasonable comfort, 
must be considered. 

The increase in the percentage of 
operable cases is due in part to earlier 
diagnosis and treatment, but in even 
ereater part to a willingness on the part 
of surgeons to perform resections on 
patients who previously would have 
been considered inoperable. It would 
be of the utmost importance if it were 
possible to know and recognize exactly 
what anatomic and _ physiochemical 
changes take place in the stomach pre- 











ran 


Prom 














VOL. IX 
NO. 3 
ceding the development of cancer. The 
relationship of cancer to chronic peptic 
ulcer of the stomach is a much debated 
one. Likewise the relationship between 
so-called chronic gastritis, with its 
glandular changes, and gastric carci- 
noma is unknown and unproved. 
Cancer never develops in normal 
membrane. A great majority of gastrie 


‘areinomas derive from the mucus- 
secreting cells of the mucosa. The 


pyloric area is the most frequently 
affected; more tumors begin on_ the 
superior half of the stomach than on 
the inferior. The frequeney with which 
‘arcinoma of the stomach has been ob- 
served in patients under medical treat- 
ment for pernicious anemia definitely 
suggests that all patients with that dis- 
ease should have a roentgen examina- 
tion of the stomach several times a year. 

The spread and metastasis of gastric 
carcinoma, Like other carcinomas, gas- 
tric cancer spreads to other tissues by 
direct growth, and metastases occur 
through the lymphatic and blood vessels. 

Physiological change associated with 
gastric carcinoma and toxemia of stasis. 
The condition itself and the chemical 
changes in the blood associated with it, 
have been described many times and are 
too well known to require detailed dis- 
cussion here. The principal clinical 
features are (1) marked gastric reten- 
tion, not necessarily associated with 
vomiting, and (2) marked dehydration 
with varying degrees of hemoconcentra- 
tion, prostration, neuromuscular irrita- 
bility, hypotension and oliguria. The 
characteristic chemical changes in the 
blood which accompany the condition are 
(1) hemoconecentration with shrinkage 
of plasma volume, (2) reduction in the 
fixed bases of the serum, (3) increase 
in urea and other nonprotein nitro- 
genous components of the blood, (4) 
diminution in plasma chlorides and 
(5) increasing ability of the blood to 
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combine with carbon dioxide. Ketone 
bodies may appear in the urine. 

The physiological mechanisms under- 
lying these changes are not fully under- 
stood. Dehydration and deficiency of 
bases are of the most critical significance 
and are the factors most responsible 
for serious symptoms and death. Pre- 
operative preparation and postopera- 
tive care of patients with carcinoma 
of the stomach have assumed inecreas- 
ing importance during the past deeade. 
During this same period there has been 
a steady decline in the mortality asso- 
ciated with radical gastrie resection. 
One of the common causes of mortality, 
especially in bad risk patients, has been 
inadequate preparation. 

Preparation and postoperative care. 
Patients with operable carcinomas of 
the stomach require the most careful 
supportive treatment; the importance of 
adequate preparation cannot be too 
much stressed. 

The importance of the preoperative 
management is now so clearly under- 
stood that few surgeons would consider 
operation without at least attempting 
to correct certain abnormalities which 
exist in nearly every instance in pa- 
tients who come to surgery for gastric 
resection. The indications for therapy 
follow directly from knowledge and 
understanding of the pathologie physi- 
ology due to gastric cancer. Therapy 
must be directed toward correcting the 
infection, dilatation, atony and _ nutri- 
tional deficits, and the losses of fluids 
and electrolytes. 

The administration of small amounts 
of dilute hydrochloric acid will lead to 
early disappearance of foulness of the 
gastric contents and more rapid reduce- 
tion of the bacterial count. Vitamin B 
complex, vitamin C (and sometimes K) 
in daily doses are beneficial. The water 


balance, salt balance, acid-base equi- 
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librium and serum protein concentra- 
tion must be corrected. Patients who 
have vomited repeatedly usually have 
a chloride deficiency. If anemia is 
present, the patient should receive mul- 
tiple small transfusions of blood and 
plasma; 200-500 ee. per day will help 





Fig. 1 


to bring the serum protein level up 
near normal. Amino acids and glucose 
injected intravenously are of value in 
maintaining nitrogen equilibrium. Pro- 
tein digest fed into the stomach or 
duodenum are also of value. <A high 
protein, high carbohydrate, low fat dict 
should be given in the preparation of 
such patients for surgery. Intragastric 
drip feedings are sometimes used 
(Varco diet) with excellent results. 
The operation: Patients with gastric 
cancer are doomed, unless the growth 
is removed by operation. The wisdom 
of removing a local malignant lesion in 
the presence of irremovable metastases 
is debatable. However if the local lesion 
is removed, the comfort of the patient, 
both mental and physical, is greatly in- 
creased. In a number of instances, the 
progress of the residual disease seems 
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to have been retarded after the removal 
of the primary lesion. Some patients 
have survived much longer than one 
would anticipate. Thus, no criticism 
should be directed against the removal 
of a primary growth 7f it could always 
be removed without mortality. The 
removal of the greater omentum and 
all of the gastrocolic ligament, excision 
of the pylorus and the retropyloric 
elands and the highest possible division 
of the gastrohepatie ligament with its 
lymph glands, are now. recognized as 
being as necessary as is removal of a 
wide margin of normal gastric wall 
beyond the cancer (suggested by Kay 
of Ann Arbor). 

Choice of operation: The operative 
technic depends upon the ability and 
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Fig. 2 


choice of the individual surgeon; sev- 
eral types have been described many 
times in the literature. I prefer to do 
a high gastric resection with removal 
of at least three-fourths or four-fifths 
of the stomach according to the Hot- 
meister technic as modified by K. A. 
Meyer. Occasionally a high posterior 
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Polya type resection is done. For can- 
cer of the cardiac end of the stomach, 
with or without extension to the lower 
esophagus, the transthoracic type of 
resection may be the operation of 
choice, although abdominal resections 
have produced many favorable results. 
Further experience with this type of 
resection will be necessary in order to 
settle this point. 

In handling inoperable cases requir- 
ing gastrostomy, it is well to remember 
that patients who require this type of 
surgery are usually very poor opera- 
tive risks. They are likely to be in an 
extremely low state of nutrition and 
emaciated. This, taken with the exten- 
sive pathologic and _ physiochemical 
changes which are always present, as 
well as extensive liver damage, low 
resistence to infection and poor healing 
powers, make them unable to withstand 
the severe shock of anesthesia and a 
long operative procedure. In such a 
situation I use the simple tubovalvular 
type of gastrostomy which has been 
developed in the Cook County Graduate 
School, a procedure which has proven 
very satisfactory and with low post- 
operative mortality. 

Acute perforations of gastric or duo- 
denal ulcers are treated by primary 
closure and nothing more, followed by 
supportive postoperative care. 

Description of gastrostomy: Through 
a left upper paramedian incision, the 
stomach is exposed; the anterior wall 
is grasped with a Babcock forceps at 
the most mobile point (fig. 1). With 
the application of traction at this point, 
a portion of the anterior wall is con- 
verted into a cone shaped diverticulum. 
A purse string suture of braided silk 
is then introduced into the seromuscular 
layer at the base of the diverticulum 
and a second purse string is then 
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applied one centimeter above the first 
(fig. 2). As these sutures are tightened, 
they will cause the base to pucker; the 
amount of traction on them should be 
regulated so as not to completely con- 
strict the lumen (fig. 3). Interrupted 
black silk sutures are placed in the sero- 





Second purse string 
First purse str/ ng 


Pucker af fase oH cone shaped 
B. Cross Sg¢ction 


? 


Fig. 3 





muscular layer at right angles to the 
purse string sutures about 3/16 inch 
apart around the circumference (figs. 
4 and 5). The anterior wall of the 
stomach is then fixed to the peri- 
toneum and posterior rectus sheath 
with interrupted sutures. The anterior 
rectus sheath and skin edge are brought 
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Interrupted black silk sutures placed of 
right angles to purse sting SUUTES 


Fig. 4 


down as low to the base as possible 
and sutured with interrupted | silk 
(figs. 6 and 7). An opening into the 
apex of the tube (fig. 8) by means of a 
cautery may be made at any time from 
the first to the tenth day after the com- 
pletion of the operation (fig. 9). It has 
been found more desirable to delay this 
opening until the seventh to the tenth 
day if possible, to allow healing of 
the anterior wall around the tube with- 
out infection (fig. 8). 


SUMMARY 

1. More responsibility must be as- 
sumed by the clinician who is first con- 
sulted by a patient complaining of lack 
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of appetite and loss of energy and 
who has a mild anemia. The physician 
should be keenly aware of the danger 
of symptomatic treatment for these pa- 
tients as it might mask the early symp- 


toms of carcinoma. Ile should urge 


roentgen examination of the stomach. 
This is the only way in which an earlier 
diagnosis of gastric carcinoma may be 
Perhaps it is not too farfetched 


made, 





Anterior Stomach 
Wa// 
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Fig. 5 


to suggest to all patients over 40 or 40 
years of age the safety of a routine 
gastric X-ray every six months, or at 
least every year, as a possible means 
of early detection of carcinoma of the 
stomach. 

2. Proper preparation of patients for 
surgery by correction of physiochemical 
abnormalities together with adequate 





——— we 








Fig. 6 


Fig. 7 


postoperative care, is more essential 
to good results than brilliant operative 
technic on poorly prepared patients. 

3. Whether palpable lymph nodes are 
present or not, the four zones of lym- 
phatic metastasis should be included 
within the resection, to increase the 
likelihood of cure. 
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RESUME 


Le clinicien doit endosser plus de 
responsabilité quand il est consulté pour 
la premiére fois par un malade qui se 
plaint de mangue d’appétit, de perte 





Fig. 8 


d’énergie et d’anémie légére. Le traite- 
ment symptomatique de ces malasis 
apparemment bénens peut masquer les 
prémiers signes d’un careinome de 
Vestomac. I] faut insister sur un ex- 
amen aux rayons X, car de mayen est 
le seul qui nous permet un diagnostique 
précoce de carcinome gastrique. 
L’auteur reeommande aux malades de 
plus de 40 ou 45 cas de se soumettre 
& un examen radiologique de l’estomac 
chaque six mois, sinon chaque année 
afin de déterminer la présence ou 
absence d’un cancer de l’estomac. 
La préparation appropriée du mal- 
ade pour |’intervention chirurgicale et 


des soins post-opératoires adéquats 
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sont essentiels pour l’obtention de bons 
résultats. Qu’il y est ou non des nodes 
lymphaques palpables, les quatre zones 
de metastases lymphatiques seront in- 
cluses dans la résection afin d’augmenter 
la probabilité d’une guérison. 


= Aectus 


Anterior. Stomach 
Wall 


Fig. 9 
RESUMEN 


Ii] autor pone de relieve la gran 
responsabilidad que cabe al clinico que 
es consultado por un paciente que 
aqueja falta de apetito, pérdida de 
energia y presenta una ligera anemia. 
It] médico debe estar en guardia en estos 
casos frente a la posible presencia de 
carcinoma gastrico y en consecuencia 
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debe eludir el tratamiento sintomatico 
simple, ya que ello podria enmascarar 
los sintomas precoces de dicha grave 
lesiédn del est6mago. Atendiendo a esta 
posibilidad, es conveniente que el prac- 
tico recomiende la exploracién roent- 
genografica, por ser éste el unico método 
para poner de manifiesto precozmente el 
‘arcinoma. 

Kl autor estima que no seria exagera- 
cidn el proceder a un examen radios- 
copico en todos los pacientes que se 
observe por encima de 40 0 45 anos de 
edad, tomando radiografias cada seis 
meses 0 por lo menos cado ano, como 
una posible téenica para descubrir en 
su iniciacién el carcinoma eastrico. 

Una preparacién adecuada del pa- 
ciente mediante la correccién de las 
anormalidades fisico-quimicas, conjun- 
tamente con la buena instauracién de 
pertinentes medidas postoperatorias, es 
mucho mas importante y esencial para 
los buenos resultados que una brillante 
téenica operatoria en un paciente pobre- 
mente preparado. [Finalmente se reco- 
mienda la extirpacién total de los 
ganglios linfaticos de las cuatro zonas 
de metastasis linfaticas, se observen 0 
no nodulos palpables, ya que haciéndolo 
asi se aerecientan las probabilidades de 
cura. 


Cou. 


Boubule OTBETCTBEHHOCTH JLOJXKHO ObITb 
IIPHHATO BpayeM, eli OObHOM NepBHIN pas 
NpHXOAMT Cc #KalOGaMH Ha MoTepro anmerH- 
Ta WH 39HeEprHu HW Y KOTOPOFO KOHCTAHTHPO- 
BaHa HeOOubiland aHeMuA. Bpau 2OJKeH CO- 
3HaBaTb OMaCHOCTb CHMIITOMATHYeCKOrO 
N€4ueHHH OOJbHbIX C ITHMH, MOBHJLMMOMY, 
MIpOCThIMH CHMIITOMAMH, TaK KaK OHH MO- 
ryt MaCKHpOBaTb PaHHHH pak XKeJyAKa. 
OH JLOJDKeH HaCTaHBaTb Ha PIHTTEHOBCKOM 
MCCJI€LOBaHHH, TaK KaK OHO ABJIAeCTCH CMH: 
CTBCHHbIM CMOCO6OM MOCTaHOBKH paHHero 
WHarHo3a %*KeJVLOUHOrO paka. 


(Continued on page 360) 
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To Read, to Weep and to Ponder 


I all the atrocities of World War 

II, none were as contemptible as 

the actions and attitudes of some 

of the German medical and surgical pro- 
fession under Hitler and his Reich. 

In The Knickerbocker Weekly, The 
Netherlands Magazine,* Dr. Karel Sper- 
ber, formerly of Prague, Czechoslo- 
rakia, and now of Vancouver, British 
Columbia, Canada, gives details of his 
experiences as a prisoner of war. Dr. 
Sperber came to know a number of 
prison camps, the last being the notori- 
ous concentration camp of Oswiedéim. 
With commendable restraint Dr. Sper- 
ber limits ,|his story to his experiences 
as a doctor, having been one among 
many imprisoned physicians forced to 
exercise his medical skill. The horrors 
of Oswieéim have already been widely 
publicized. Of the doctors’ side less is 
known. Excerpts from Dr. Sperber’s 
article follow: 


As a medical student I had heard German 
professors say to their students, ‘‘Let this 
be your guiding principle: Nil Nocere—never 
harm your patient.’’ I also remember Herman 
Nothnagel’s words, ‘‘Only a Good Man can 
be a Good Physician’’ hung as a large sign 
upon the wall of one of our classrooms. 

A good many of the concentration camp 
doctors must have seen these words in their 
student days; perhaps even SS Standarten- 
fuehrer Dr. Lolling, Medical Officer in charge 
of all concentration camps. He arrived in 
Oswieéim one day in April, 1945, and in- 
formed us prisoner-doctors, for there were 
hundreds of us, that he was going to establish 
on a large scale experimental physiological- 
pathological experiments in which the univer- 
sities of Heidelberg, Munich, Berlin and 


* October 15, 1945, page 11. 





Koenigsberg would participate. In prepara- 
tion we prisoner-doctors were forced to the 
manual labor of cleaning a barracks for the 
purpose. Five female nurses arrived and 
after them Dr. Clauberg, Professor at 
Koenigsberg University and Director of the 
Gynecological Clinie at Koenigshiitte, Silesia. 
His assistant was SS Hauptsturmfiihrer Dr. 
Wirths, chief medical officer of Oswieéim, 
and former regimental surgeon of Hitler’s 
Leibstandarte. 

Are these men on the list of war criminals? 
Ilave they been apprehended ? 

The first ‘‘patients’’? were women from 
Holland, mostly Jewish. They ranged in 
age from barely seventeen to over sixty. 
Some were pregnant. SS women equipped 
with the customary whips, pistols and blood- 
hounds, drove them into the experimental 
barracks. SS Hauptsturmftihrer Schwartz, 
a former groom, gave the orders. He was 
accompanied by a few very young men. 

The women were forcibly stripped of cloth- 
ing, while the SS men maltreated them. Then 
they were shaved, heads and bodies, by the 
five nurses. We doctors to whom under nor- 
mal cireumstances a naked body is no embar- 
rassment, were deeply disturbed by these 
living hairless ‘‘dummies.’’ We had _ to 
spread a greasy delousing cream over the 
poor bodies of Professor Clauberg’s experi- 
mentale material, bodies belonging to scream- 
ing shattered women: they might have been 
our mothers and sisters. Finally they were 
allowed to cover themselves with old Russian 
uniforms with colored handkerchiefs for their 
greasy bald heads. We then had to collect the 
hair from the floor and box it. It was worked 
into mattresses and the good ‘‘Biirgers’’ of 
the Reich who, as we have been told recently, 
never knew what went on in the concentra- 
tion camps, slept on them with undisturbed 
consciences. 

Taking no part in these preliminaries, Pro- 
fessor Clauberg buried himself with typical 
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German thoroughness in the preparation for 
his experiments, selecting assistants, install- 
ing apparatus, arranging for the collection of 
semen at the adjoining camp Birkenau. 

By now the women were half crazed. Some 
were used for artificial insemination. Others 
were sterilized by x-rays and the ovaries then 
extirpated by an abdominal operation for 
microscopic examination. At the same time, 
Dr. Kaufman, a twenty-nine-year-old Herr 
Oberleutnant der Luftwaffe, carried out the 
same procedure on male prisoners, first ex- 
posing the testicles to sterilizing doses of 
x-rays, and then removing them for examina- 
tion. ‘lo check the possibility of survival of 
sexual urges the Herr Professor and the Herr 
Oberleutnant paired off nude castrated men 
and women in tiny rooms and spied on their 
behavior. 

In the teaching schools of the free peoples 
of the world films have been made of the 
birth process for the purpose of training mid- 
wives and medical students, mother and child 
being left unimpaired in health. At Oswiecim, 
too, confinement was photographed by Dr. 
Entres, the medical superintendent of the 
concentration camp, and his assistant, Dr. 
Mengele. But mother and child were then 
destroyed in gas chambers. Why feed useless 
mouths ? 

Cancer also engaged the scientific curiosity 
of Professor Clauberg. By a skillful opera- 
tion he incised the wombs of healthy young 
women and implanted cancer tissue. Then 
he waited with the patience for which Ger- 
man scientists are noted, before finally 
removing the entire uterus for examination. 

When the experimental work grew too 
extensive for his own staff Dr. Clauberg 
forced prisoner-physicians into the work. A 
Jewish-German Professor from Frankfurt, 
Dr. Salomon, who in better times had brought 
many babies, including future SS men, into 
the world was one. A woman doctor, Dora 
Klein, a former medical officer of the Inter- 
national Brigade in Spain, was another. Dr. 
Dering, a Polish physician from Warsaw, 
became so infected with the scientific poison 
that he turned renegade and was rewarded 
by being released and appointed assistant in 
Professor Clauberg’s private clinic. 
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So far as I know the findings of the 
Oswiecim experiments have never been pub- 
lished. Their secrets are still with Professor 
Clauberg but I have been assured on good 
authority that little could have been revealed 
that has not already been proved by animal 
experiment. I do know, however, that after 
the subjects had served their purpose they 
were blessed with the merey of a quick death 
by cyanide gas in the gas chambers of 
Birkenau. 

Nothnagel said, ‘‘Only a good man can be 
a good physician.’’ Though it does not neces- 
sarily follow that all doctors are good men, 
there have been enough of them to engage the 
faith and confidence of millions of sick and 
ailing who turn to them for help. But Nazi 
Germany has prostituted the finest arts and 
sciences and debased medicine. There is a 
tradition that doctors do not readily let each 
other down. But God forbid that as the con- 
centration camps fade into oblivion and doce- 
tors the world over meet again to exchange 
ideas and discoveries at international confer- 
ences, any physician or surgeon should say 
of the German doctors of the German con- 
centration camps, ‘‘ After all, these men are 
scientists, men like us, and we must sit next 
to them and exchange ideas with them if 
medical science is not to suffer or perish.’’ 

To those who forgive and forget too 
quickly I dedicate these lines. 


The South African Medical Journal, 
May 27, 1945, quotes from a communica- 
tion received from Dr. Philipchuk, Sec- 
retary of the Soviet Scientists’ Anti- 
Fascist Committee, Moscow, May 1944: 


In violation of all international agreements 
the Germans are destroying civil and military 
hospitals and murdering and poisoning pris- 
oners of war, burning down hospital buildings 
together with patients in them and deliber- 
ately spreading typhus. 

Not only are German doctors participating 
in the planned extermination of the popula- 
tion of occupied territories as organized by 
the German High Command, but we also have 
ample evidence of atrocities perpetrated by 
German doctors on their own initiative. Here 
are a few facts: 
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Dr. Tuemer, head of the Public Health 
Department in Artemovsk in the Donetz 
Basin, forbade the townspeople to send food 
to prisoners of war who were dying of starva- 
tion in his hospital. He and his underlings 
murdered Drs. Klaudia and Sarah Shapiro 
and other medical officers, plundered local 
medical institutions and ordered the follow- 
ing to be blown up in retreat: Workers’ clin- 
ics, the First and Second City Hospitals, 
venereal disease treatment eenter and sta- 
tions, sanitary service stations, medical 
school, the Children’s Hospital, the Chil- 
dren’s Tuberculosis Sanitorium, ten nursery 
schools and infants’ homes. 

In Stalino in the Ukraine German Drs. Roll 
and Kuechendorf took part in the plundering 
and destruction of all medical schools and 
research institutions. Similar actions were 
earried out in other cities. The actions of 
these doctors everywhere made them worse 
than wild beasts. On the evidence given by 
Russian doctors who had been prisoners of 
war the Germans deliberately killed camp 
prisoners and held food at starvation levels. 
When released, the prisoners were completely 
exhausted and easy victims of typhus, dysen- 
tery and other infections rife in the camp. 
Russian doctors were executed in countless 
numbers. The notorious German Dr. Orland 
ordered filth from the latrines to be emptied 
into the pit dug by prisoners and then ordered 
them driven into the pit and there shot. This 
same Orland beat Dr. Bulochnick, broke his 
arms, gouged out his eyes with a gun and 
broke his pelvis, thereafter ordering Buloch- 
nick and fourteen other doctors shot in the 
presence of prisoners of war, flanked by his 
fellow German doctors, Schulke and Brueck. 
There is documentary evidence that many 
Soviet, including Jewish, doctors were in- 
cluded in the mass shootings. 

German doctors made it a practice to secure 
blood by forcibly bleeding children and ado- 
lescents. There is documentary evidence that 
in one village forty children below the age of 
thirteen were removed to the German army 
hospital at Starotitarovskaya where they were 
drained of blood. All died. 

Soviet citizens were used in experiments by 
German doctors, to try out medications and 
operations, and given the complete bag of 
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tricks from laboratory tests to photography 
during the experiment. 

In view of these and many similar facts 
concerning the crimes committed by men with 
medical diplomas Soviet doctors can no longer 
maintain silence. They call on their colleagues 
of all United Nations to place a brand of 
shame on German army doctors who have 
converted medical practices into weapons for 
the destruction of life. We beg all our eol- 
leagues not to let the doctors of Hitler’s army 
think their diplomas will save them from the 
inevitable retribution or that they will not 
be made to answer for their crimes together 
with other Hitlerite criminals. 


Krom a Fellow of the International 
College of Surgeons now in Europe: 


The systematie sacrificing of millions of 
innocent human beings would have been im- 
possible without the support of the German 
medical profession. The world outside Ger- 
many, and particularly outside Europe, has 
been informed of but few details, yet few as 
they are they justify early institution of a 
thorough investigation. 

The methods of dealing death, from the gas 
chambers in ‘‘death camps’’ to the intraven- 
ous injection of air would have been impos- 
sible without the scientific research of 
unscrupulous physicians who thereby sup- 
plied the tools of execution. Even the lethal 
dose of cyanide, later used for self-destruction 
by Himmler, von Friedeburg and others, was 
determined by experiments on Russian pris- 
oners of war. Even the up-to-date mortu- 
aries attached to the extermination camps 
served the doctors who studied the effect of 
the various methods of execution. 

The moral and actual complicity in crime 
of some of the medical profession in Germany 
can be established, and incriminating evidence 
can be collected on the spot. 

Further, not only were the majority of 
German physicians Nazi sympathizers but for 
reasons involving their career they even 
placed their services at the disposal of the 
Nazis. 

In contrast, other high-ranking surgeons 
resigned from their posts and retired to pri- 
rate life or practice: Professor Voelcker of 
Ilalle and Professor Ranzi of Vienna were 
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among these. Professor Thierry de Martel of 
Paris committed suicide when the Germans 
entered Paris rather than lend his skill to the 
conquerors, 

There is no doubt that the International 
College of Surgeons has to face its special 
duties and do something to forestall forever 
such occurrences by men holding themselves 
out as members of our profession. 


Now you have read, and perhaps 
wept at heart or actually shed a tear or 
two, and now it is time to ponder. 

As shown, some of the medical pro- 
fession in German-controlled territory 
(and to call it ‘‘German’’ is equivalent 
to terming it ‘‘Nazi’’ for the two were 
and are—synonymous and _ inter- 
changeable) respected the Hippocratic 
Oath and remained loyal to its precepts. 

This rather small coterie, however, 
seems but chaff in the gale of pestilence 
and plague that blew from the Fuhrer’s 
heights in Berchtesgaden, contaminat- 
ing like the Black Death every disciple 
of Aesculapius it so much as passed by. 

Kiven before these communications 
reached the editorial desk of this jour- 
nal, revelations made by press, radio 
and personal communication had de- 
cided some of us that in this resumption 
of international scientific relations with 
Kuropean countries, Nazidom must be 
sifted thoroughly to separate the guilty 
from the relatively nonguilty. Any de- 
fense that the medical and surgical pro- 
fession in Reich territory would attempt 
to make, in view of existing incriminat- 
ing truths, would be only a _ pitiful 
begeing of the question. <As_ blood- 
crazed as were the jackals who were 
their masters through disseminated 
knowledge, the refinements of Nazi in- 
sults and depravities performed upon 
human bodies and human minds attained 
a perverted cruelty of bloodlust that 
bygone Chaldea and ancient Africa and 
even the pits of Hell must envy! 
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These refinements of insult and de- 
pravity performed upon human bodies 
and minds were products of the Nazi 
scientific mind. The German has always 
had a marvelously ingenious and scien- 
tific mind, fortified by his passion for 
meticulous detail. Having become, by 
Hitler decree, a superman, with no re- 
straining influence upon him since he 
was lord of all he surveyed, the German 
Nazi found no reason why he should 
wear a bridle or even a halter, and 
accordingly let himself go. The peasant 
expressed himself by such tricks as 
peeking into latrines and watching cap- 
tive women heed the call of Nature, or 
by rough and brutal rape, or by desecra- 
tion of churches and clean homes—and 
even human beings—by excrement. 
Those on higher social levels wanted 
their bestiality done up in silk, calling 
on their magicians—the scientists—to 
find new ways to pull rabbits out of a 
hat, for, weakened by their own per- 
verted appetites and crimes against 
nature, a potent spur was needed. 

Not a single man who had ever taken 
the Oath of Hippocrates can find a 
seintilla of excuse for connivance with 
Nazi perversion and sadism, but it is 
to be expected that, by lies and evasions 
and trickery, the surgeons who flaunted 
the Nazi gonfalon will attempt to effect 
restoration to the ranks of the ethical 
and clean. 

Let it be firmly agreed upon, then, 
that when surgeons from every land 
finally can come to the conference table 
for an interchange of experience and 
of knowledge, there shall be no taint of 
what Homer spoke of as ‘‘swine about 
the board.’’ There must be no place at 
that table now or in years to come for 
those guilty of such bestial crimes 
against our profession and against 
humanity. 

We must be just, but it is well to 
remind ourselves that, for men of our 
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profession especially, justice is not 
enough. It is not enough to bar our 
doors against the doers of this evil. In 
the rise and spread of the evil epidemic 
of Nazism is the old, old challenge to 
the healers of the world. How shall we 
restore the sick? How shall we strike 
at the roots of the evil so that the 
plague shall never again sweep the 
earth? 

For those ravaged by the disease, in- 
cluding men of our own profession who 
have gone down to disgrace and dis- 
honor under its attack, there may be 
little we can do. Probably we shall have 
to recognize their madness as akin to 
other mental aberrations of similar vio- 
lence and perverseness. We can and we 
should try the best of modern methods 
to effect their isolation and their re- 
education. But we shall recognize sadly 
that the possibilities of restoring most 
of them to the full and effective use of 
their capacities is indeed small. The 
disease which has had them in its grip 
has left its indelible mark upon them. 
The hard fact which every doctor faces 
again and again—that ‘‘forgiveness of 
sin’? does not mean sin’s erasure— 
confronts us here in a new and terrible 
form. 





The hope—and the great challenge— 
lies beyond the lives of those one-time 
brothers of ours, beyond our own life- 
time. We must begin now to learn to 
protect our profession and the world 
it serves against a recurrence ever again 
of this devastating sickness. Our sole 
therapeutic armamentarium consists of 
exposure, ostracism, reeducation of 
those not hopelessly contaminated by 
the Nazi virus. 

Psychologists and pathologists alike 
have new responsibilities laid upon 
them. Medical research must turn to 
the examination of the disease, must 
bend every resource to discovering and 
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isolating and destroying its virus. We 
must know the early symptoms warning 
of its approach. We must find the means 
which will check its advance. We owe 
this to ourselves, to the honor of our 
profession, and to mankind. 

We shall find, I am sure, even before 
our researches have gone very far, that 
this great madness, this dread disease, 
is not unlike other diseases the flesh is 
heir to in that it gains access to the 
human mind and body at points already 
weakened. And here is the greatest, 
most universal challenge of all. Could 
the wholesale corruption of German 
medical men have happened if there 
had been no chinks in the armor of their 
professional ideals and ethics? The 
same kind of chinks which we are all too 
prone to overlook in our fellow medi- 
cal men—and especially in ourselves. 
Through the horror and disgust filling 
our minds as we read the record comes 
a disquieting still small voice: There, 
but for the grace of God, go you your- 
self. That voice should be heeded now, 
by every one of us. The great vows of 
our profession should be renewed in our 
hearts. 

We serve a high ealling, one which 
lifts the greatest majority of us, far 
beyond the cheap and petty things of 
life. But, shameful though it is, we 
must remember that even here, in this, 
the most truly free land on earth, there 
are a few, even among our own—even 
among’ those whose blood and heritage 
are above reproach—who would deny 
equality to their fellows; those who—in 
some instances, precisely because of 
such blood and heritage—feel that they 
belong to a world apart, a sphere a 
little better than the common run. So 
much the worse—for, in such reaching 
after a social isolationism which our 
founding fathers sought in their wisdom 
to abolish, they are propagating and 
perpetuating a myth of spiritual superi- 
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and far more insidious, than the fester- 
ing Nazi viciousness. 

These self-styled ‘‘supermen’’—upon 
whatever their claims to such superi- 
ority may be founded—are actually 
secking, no matter how steadfastly they 
may deny, even to their own hearts, 
such an intent, by slower and more 
devious means, to effect a degradation 
of men’s minds, which, in its end results, 
eould do quite as much harm as_ the 
poisonous Nazi ideologies. 

Yes, truly we do serve a high calling. 
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Its standards of ethics and of humanity 
are not be trifled with. The Nazi doc- 
tor, his hands red with blood, has taught 
us that. 

Finally, let us be ever conscious of 
those with whom we associate, with 
whom we break bread and whom we 
recognize as civilized men and_ col- 
leagues. ‘‘Show me the man you honor,’’ 
said Carlyle, ‘and I will know what kind 
of a man you are, for it shows me what 
your ideal of manhood is, and what kind 
of a man you long to be.’’ 

Max THoREK. 





lege of Surgeons. 





NOTICE 


Kellows of the International College 
of Surgeons and their wives, attending 
the American Medical Association meet 
at San Franciseo, are invited to a luneh- 
eon and drive through the countryside 
to St. Gothard’s Tavern in St. Helena, 
Napa County, California, on July 4th at 
12 0’clock. Transportation will be fur- 
nished by the San Francisco and Los 
Angeles Guilds of the International Col- 
Kor details, address: 
Dr. Felix Cunha, 450 Sutter Avenue, 
San Francisco, California. 
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ABTOp He C4HTaeCT NIpeyBeH4eHHeM TOL: 
Bep2KeHHe BCeX OO/bHbIX 40-45 eT p9HTre- 
HOrpadpHu %KeJVAKa KaxK Able WIeCTh MeCH- 
WeB HJIH, MO Kpalineli Mepe, KaxKAbIH rod, 
KaK @JLMHCTBCHHbIM CMOCOO paHHero OTKPbI- 
THA paka *KeJyKa. 

Just xopowero pe3yibTaTa MpaBuJibHas 
nOArOTOBKa O60.bHOrO MNpH MOMOLIM KOp- 
peKUHH (H3HOXHMHYeCCKHX HEHOPMAJIbHO- 


cTeii BMeCTe C aXe€KBaATHbIM MOCAeOMepaTHB- 
HbIM YXOJLOM— ABJIAIOTCH Oouee cyLle- 
CTBCHHbIM, 4eM OJlecTALULad ONMepaTHBHaA 
TeXHHKa Hall N1OXO MOATOTOBJCHHbIM OOWIb- 
HbIM. UTOObI yBeJIM4HTb BOSMOXKHOCTH MOd- 
HOrO H3Jle4eHHA, BCe YETbIPe 30HbI AMM(pa- 
THYeCKOFO MeTAaCTa3a JLOJDKHbI ObITb pe- 
3€KUMPOBaHbl, HECMOTpxH Ha OTCYTCTBHE 
OCA3ATCIbHbIX JIMMO(PATHYeCKHX Kees. 
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Mexico and the Latin Americas 





WILLIAM SEAMAN BAINBRIDGE, A.M., Sc.D., M.D., C.M., F.I.C.S. 
NEW YORK CITY 


KAL inter-American friendship 

had its inception not so much 

through trade or politics or 
diplomacy, as through sanitation, mani- 
fested by the accomplishments of the 
Panamerican Sanitary Bureau and 
other agencies, preceded by the great 
work of Gen. Gorgas and others. By 
sanitation, we mean all that concerns 
the life and health of the individual, the 
community, or the nation. We Ameri- 
cans of the north, more favored than 
our brothers in the other Americas 
along many lines, extended to them a 
helping hand which was grasped by 
them in a codperative spirit. Our 
twenty-one republics have proved that 
there can be successful unity of effort 
without organic union. Despite differ- 
ences in creed, color, race and language, 
we are something of a benevolent asso- 
ciation, and in the spirit of ‘‘give and 
take,’?’ may be an example that nations 
can work together in harmony and 
peace. As the president of one of our 
neighboring republies said to me, ‘‘We 
need you and you need us, for the long 
pull ahead.’’? How true this is! 

We must bear in mind that the other 
Americas, particularly Mexico and Cen- 
tral America, have sections where there 
is a tropical or semitropical climate, 
with jungles, inaccessible mountains, 
vast areas of desert land wholly lacking 
water. The main bulk of the population 
is poor; there exist illiteracy, fanaticism 
and disease. Yet you will also find 
beauty there. Those of us who long for 
the Alpine peaks of Switzerland, the 
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glaciers of the Kngadine, the charm of 
the Dolomites, the lakes of Italy or of 
Mngland, the beaches of the Riviera, the 
boulevards of Paris, the archeological 
museums of London or Cairo, will find 
that all of these have their counterparts 
below the Rio Grande. If you are look- 
ine for great Universities and centers 
of learning, you will find these also. 

Good neighborliness may bring’ re- 
percussions from the medical, surgi- 
‘al and sanitary standpoints, for if 
there is much travel back and forth, 
certain transplanted diseases, modified 
perhaps by changes in climate, nutri- 
tion, conditions of living and individual 
resistance, will have to be combatted. 
This of course, is a point that will re- 
quire more attention as our fighting 
men come home from far-off lands, or 
disease ridden islands. 

Although the primary cause of much 
of the regional disease of the other 
Americas is the lack of sanitary condi- 
tions, the majority of Indians living by 
themselves whom I examined, had for 
example, splendid teeth and healthy 
gums. The sunlight in which they live, 
the limes and limewater they use in 
their cooking, the oranges, avocadoes, 
mangoes, bananas, ete., which they seem 
always to be eating, their use of whole 
erain, save them from certain deficiency 
diseases with which we, less primitive 
in our living, are all too familiar as are 
those Indians who, residing nearer cos- 
mopolitan centers, partake of more 
refined foods. 

Certain Indians of the middle Amer- 
icas, so I was informed when I visited 
these lands on a government mission, 
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in order to avoid or cure anemia, punch 
rusty nails into apples, then eat the 
apples to get the benefit of the iron. 

It is an interesting not commonly- 
known fact, that the Dominican Re- 
public had a hospital before 1503 and 
a School of Medicine in its University 
which was founded in 1538. Puerto Rico 
founded her first hospital around 1511, 
Panama about 1521. In Mexico City 
there exists the oldest functioning hos- 
pital in all the Americas, with modern 
equipment and methods, which was 
founded by Cortes in 1524. Also in 
Mexico, a chair of medicine came into 
being in 1580, as well as what was prob- 
ably the first college for women any- 
where in the world, in 1537. The oldest 
university on this hemisphere which is 
still functioning, is situated in Lima, 
Peru. This was founded in 1551. 

I give you these dates not to bore you 
with numbers but with the thought that 
a little humility is good for the soul! 
In fact, one of our great radio com- 
mentators, Raymond Swing, has said 
that ‘‘to be brothers of the Latin Ameri- 
cans we in the north will need to wear 
the garments of humility, for the culture 
of the cultured in that part of the world 
is superior to our own.’’ We hear much 
of the backwardness of some of these 
countries, but the progress that they 
have made to date in spite of almost 
insurmountable handicaps, challenges 
our admiration! 

Many of our remedies of today are 
derived from the Aztec pharmacopias. 
The diet of pregnant Aztec women was 
very carefully regulated. Both the 
Mayans and Aztecs stressed the impor- 
tance of the physical training of chil- 
dren. Vaccination against smallpox 
began to be practiced in Guatemala only 
eight years after Jenner introduced it 
in England. In the malaria ridden 
Islands where our men fought and died, 
battles were lost for the lack of quinine. 
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It is of interest to realize that this 
drug was first used by the Latin Ameri- 
can Indians. 

Perhaps you will be interested in a 
few observations that struck me as out- 
standing in some of the countries among 
the twenty to which my mission took me. 
I will not bore you with many. 

In Guatemala, there is a Municipal 
General Hospital of 1400 beds. I 
learned that they cure or readjust about 
40 per cent of their mental cases. 

The treatment of the mentally sick 
in Costa Rica is very advanced. This 
is one of the problems so vastly accentu- 
ated by the war which we are having 
to face as our men are sent home. At 
the time of my visit, they had 700 such 
patients in the institution of whom they 
readjust 30 to 40 per cent. When a 
mentally sick patient enters the hos- 
pital, he is given an hypnotie and in 
two or three days is permitted slowly 
to come from under the drug. He is 
then put to work with the other in- 
mates. The institution is clean and 
cheerful with many flowers about. 
There are no mechanical restraints and 
an atmosphere of freedom pervades the 
place, which I have never seen sur- 
passed in any such hospital anywhere. 
They have ducks and chickens, all taken 
sare of by the patients, who also make 
their own clothes. As one who has been 
Surgical Director of a large hospital 
for the mentaily ill for many years, I 
was particularly impressed by this 
institution. 

The Dominican Republic has in its 
Army hospital one of the best equipped, 
cleanest operating rooms that I saw 
south of our country. This little nation 
is waging a war against tuberculosis, 
venereal disease, leprosy and malaria. 
Every three months, motor cars are 
examined and a fine levied if each does 
not contain a first aid kit. Considering 
the number of motor vehicle accidents 
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we have in our own country, it might be 
wise for us to follow this example! 

In many of the countries of Central 
and South America they are using 
good psychology in an attempt to avert 
motor accidents. In some places, as we 
neared a sharp turn in the road we 
found a mound of earth with the dilapi- 
dated ruin of a car on top of it. Here 
and there, high in the mountains along 
narrow winding roads, we came upon 
a small plot of ground with several 
crosses, Showing the number of persons 
who had been killed on that particular 
spot. 

In some parts of Mexico, in the rural 
districts there was one doctor for from 
5 to 10,000 persons during the years 
1932 and 1936. In those years in towns 
of 10,000 or more, 86.32 per cent died 
without any medical diagnosis what- 
ever. Ina remote region of the Yucatan 
nearly 77 per cent of the population 
never lived beyond fifteen years of age 
—just about the time when we are 
beginning to plan for the future of our 
children. The government realized that 
something had to be done. One of the 
solutions was to send senior medical 
students to communities where there 
were no doctors. This takes the place 
of internship. These men, living among 
primitive people, have to improvise 
their own clinics. Another solution is 
to take poor but promising young men 
from the rural districts and give them 
free medical training with the under- 
standing that they must return to their 
rural sections for at least five years 
after graduation. These backward 
people, far removed from the cities, 
still believe in witchcraft, so progress 
is exceedingly slow. 

The United States does not have 
a monopoly on so modern a device as 
air-conditioning. In the large hospital 
in Caracas, Venezuela, the operating 
room is air conditioned. When I was 
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in Cuba I was very much interested 
to see a natural air conditioning system 
in use there. The cancer hospital in 
Havana is the only one in the tropics, 
so I was informed, that had been con- 
structed with a plan in mind to secure 
the advantage of the winds which blow 
in one direction during the morning and 
in another in the afternoon—the hottest 
part of the day. The great Finlay’s 
son, by the way, whom I met, is a pro- 
fessor at the University of Havana. 

When ealling on the Chilean Minister 
of War, I found him in the midst of 
translating our CCC (Civilian Conser- 
vation Corps) plan. He was prepar- 
ing to introduce a bill to have this plan 
adopted for Chile. 

Throughout the other Americas, I 
found that practically all instruments 
and equipment came from Germany. 
The first reason for this, I learned, was 
that our prices were prohibitive by 
contrast. The second reason was that 
our business men insisted on cash or 
thirty days’ payment, whereas Germany 
allowed unlimited credit. Most of the 
best schools were German schools, and 
most of the English language texts 
were translations from the German. A 
European attitude of mind has been 
forced upon these people from youth 
up, because practically all books of 
education, of reference and research 
are Spanish translations from Ger- 
man or French. There is almost com- 
plete absence of anything from North 
America. For years, students, research 
workers and postgraduate students have 
been helped financially to go to Ger- 
many—certain ones fully financed—and 
given special opportunities. Some actu- 
ally discussed openly whether it would 
be more advantageous to be a colony 
of the Reich or of the United States. 
In 1941, one or the other seemed in- 
evitable. In Ecuador, all the literature 

(Continued on page 864) 














J. INTERNAT. PICARD SUMMARIES 


COLL. SURG. 


Following are summaries of an article by Hugo 
Picard, M.D., Cairo, Egypt, entitled ‘‘Treatment 
and Prevention of Thrombosis with Dicoumerol,’’ 
which appeared in our March—April issue. 


SUMMARY 


After a thoughtful review of the many 
possible postoperative complications and 
hazards, such as shock, circulatory and 
metabolie disturbances and infections, 
the author mentions the work that has 
already been done toward lessening 
these difficulties. He then describes the 
accepted theories regarding the action 
of the antiprothrombie drug, dicou- 
merol, and deseribes both its therapeutic 
uses, and those as a treatment for 
embolic and thrombie conditions already 
existing. He then cites a number of 
widely dissimilar cases in his own ex- 
perience in which this drug has been 
used successfully. 


SOM MAIRE 


Apres avoir fait une revue trés 
réfléchie de tous les hasards et des 
complications post-opératoires, tels que 
choe, troubles métaboliques et circula- 
toires, l’auteur mentionne ce qui a déja 
été accompli pour diminuer ces  diffi- 
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published by the official travel bureau 
was in German with the two opening 
pages written by the president of that 
country. Happily, all this is now being 
changed. 

Quite apart from the activities at Cha- 
pultepee and San Francisco, I believe 
that the awakening of our country to 
the needs of the other twenty republics 
on this continent, and of their under- 
standing of what they can contribute to 
the good of all in a practical way, will 
have far reaching results. We are 
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cultés. Il décrit les théories acceptées 
concernant |’action du dicoumerol et 
l’action thérapeutique et cet agent. Ce 
médicament peut assi étre employé dans 
le traitement de conditions tels que 
embolisme et thrombose existants. II 
rapporte un nombre de cas dissimilaires 
dans lesquel il eut  recours au 
dicoumerol et obtint des résultats 
satisfaisants. 


RESUMEN 


Después de un cuidadoso estudio de 
las diversas posibles complicaciones 
postoperatorias, tales como shock, trans- 
tornos circulatorios y metabdlicos e 
infecciones, el autor menciona los tra- 
bajos que ya se han realizado para 
disminuir dichas dificultades. Luego 
entra a describir las teorias aceptadas 
en relacién con el medicamento anti- 
protrombésico, el dicoumerol, y detalla 
sus usos terapéuticos y su empleo en el 
tratamiento de los estados embolicos y 
cronicos preexistentes. Finalmente, re- 
lata algunos casos de indole amplia- 
mente variable en los cuales  us6 
personalmente la droga con resultados 
satisfactorios. 


allies in the whole-souled fight against 
the trinity of sickness, suffering and 
death; in that battle there can never be 
a slackening, come peace or war. The 
universality of the healing art for the 
cause of humanity is a real foundation 
for a better world of tomorrow. While 
it is true that there is a nobility of 
heredity and a nobility of possession, 
there is no greater nobility than that 
of service. We as medical men have 
been given the greatest privilege of all, 
that of serving mankind. 














The Artificial Pupil in the Restoration of Vision 





DONALD T. ATKINSON, M.D., Sc.D., F.A.CS., F.LC.S. 
Fellow the Royal Academy of Medicine, Ireland 


SAN ANTONIO, TEXAS 


OSSIBLY there is no type of 
ophthalmic surgery so neglected 
as that indicated for the restora- 
tion of vision to sightless eyes resulting 
from corneal opacity or agglutinated 
pupil. This fact, no doubt, is due to 
the numerous failures in the past which 
have followed this kind of surgery in 
which the results often served to termi- 
nate the previously hopeful attitudes of 
the surgeon to such an extent that, in 
similar future cases, operation was not 
advised. Thus this type of surgery has 
fallen more or less into disuse. But, 
regardless of these unfortunate inci- 
dents, there are apt to be found annu- 
ally in the practice of any busy ophthal- 
mologist, a number of cases in which, 
by doing iridotomies or iridectomies, 
when a normal iris exists behind the 
cicatrical cornea in which a small trans- 
parent area remains, some degree of 
satisfactory vision may be obtained. 
A recent American surgical textbook ! 
gives a synopsis of a series of cases of 
blind eyes in which, by making artificial 
pupils, I was successful in restoring 
vision—not, however, by any original 
technic upon my part. Since these cases 
were first reported, I have performed 
several times this number of opera- 
tions for similar conditions using prac- 
tically the same methods. TI have, also, 
in several instances created central 
pupillary openings in agglutinated irides 
of aphacie patients by a method which, 
so far as I know, is original with me, 
the technic of which I shall discuss 
farther on in this article. 
Description of the cases alluded to 
above, first appeared in print in my 
book, ‘‘External Diseases of the Hye’’.® 
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They were, with one exception, blind 
in both eyes but with one eye operable, 
the vision in the other having been lost 
as a result of accident or disease. These 
cases may be outlined as follows: 


Case 1. The first was that of a hospital 
nun, 57 years of age. The left eve of this 
patient was normal. In the right eye, how- 
ever, a dense central leucoma was present 
which obscured her vision except for light 
perception. An optical iridectomy, with the 
section made from nine to one, in what would 
correspond to a elock dial, though followed 
by a postoperative iritis, eventually resulted 
in restoration of vision in this eye to 20/30 
minus one. 

Case 2. The second case was that of a 
farmer 65 years old who lost his vision in 
the left eye at the age of 20. Four years 
before he visited me, he had been the subject 
of a central corneal ulceration of the right 
eye, the resulting sear tissue obseuring his 
vision since that time in this only seeing eye. 
In this case a new pupil in the right eye made 
through an incision from seven to eleven, 
resulted in useful vision. Since the operation 
the patient states that he has been able to 
attend to his duties on his farm in a normal 
manner. 


> 


Case 3. The third case was that of a young 
woman who had had ophthalmia neonatorum 
followed by frequent attacks of iritis in later 
years. In the right eye, she had a bulbous 
cornea with no vision. In the left eye, a 
partial leucoma existed. About one-half of 
the cornea was transparent, but the pupil 
was entirely closed by organized exudates. 
Some difficulty was encountered in engaging 
the iris with the knife during the perform- 
ance of a Kuhnt’s incision made from six to 
eleven of the clock dial. After doing this, I 
was able to grasp and snip off a portion of 
the iris. The lens was spontaneously deliv- 
ered. Through the small pupil thus made, 
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Fig. 1—A Von Grafe knife, cutting edge downward, 
has been passed through the cornea at the temporal 
side at a point 4 mm. from the limbus. It has 
further been carried through the iris adjacent to the 
sealed-over pupil and again has appeared in the 
interior chamber, after which its tip has been thrust 
through the cornea at the nasal side preparatory to 
making the section downward. 


this patient, wearing her aphacie correction, 
acquired a degree of vision which enables her 
to do the housework for her family, to recog- 
nize her friends across the street and, as she 
states, ‘‘to thread a large darning needle.’ 


Case 4. The fourth case was that of a 
66 year old woman whose right eye had been 
lost during childhood as the result of acci- 
dent. Ten years before being seen by me 
she had been operated upon for cataract in 
the left eye. The cortex left in the anterior 
chamber, together with an organized exudate 
of lymph which was due to a postoperative 
iritis, had sinee entirely occluded the pupil 
and obscured vision. Two operations for the 
relief of this condition had been done with no 
results. She was seen eight years after the 
Jast operation of this kind with only light 
perception remaining. By making a modified 
Kuhnt’s section from ten to three of the cloek 
dial and by drawing the obstructing iris into 
the wound and snipping it off a good pupil 
slightly above the center of the iris resulted. 
This patient obtained vision of 20/60 and 
with her correction for aphacia was able to 
read newspaper print. 


It has been my observation that in 
cases similar to these, most gratifying 
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PUPIL moet nen 
results may be obtained by steps which 
may not seem conservative but by which, 
there being no useful vision, nothing is 
to be lost, with the possible exception 
of a sightless globe. While all cases 
requiring iris surgery are not so simple 
as the cases alluded to, they may be 
classified about as follows: 

Iirst, are those cases in which the 
pupil, due to a previous iritis, is ad- 
herent to the anterior capsule of the 
lens, this contingency obliterating the 
pupil by organized lymph. 





Fig. 2.—The knife, as seen in fig. 1, has been carried 

downward, the section embracing the cornea as well 

as the iris adjacent to and including the sealed-over 

pupil. The taut iris is about to give way before the 
cutting edge of the knife. 


Second, are the cases resulting from 
injury, in which corneal wounds have 
incarcerated the iris, terminating in 
drawn-up and sealed-over pupils. 

Third, are those due to central opaci- 
ties of the cornea as end results of 
ulcerations, most of such cases being 
due to gonorrheal infection. 

Fourth, are postoperative occlusions 
of the pupil occurring in cataract cases 
or in patients in which the cornea and 
iris had been incised for some reason, 
and in which exudates later formed in 
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the anterior chamber and there became 
organized. 

Kyes of juvenile patients falling 
within the first classification may be 
benefited by a dicission of the lens pre- 
ceded by an iridocapsulotomy. In such 
patients, absorption of the lens may be 
looked for after the capsule has been 
ruptured. 

In the eye of an adult with an adherent 
iris and the pupil entirely occluded by 
being sealed over by exudates, it would 
be useless to expect vision from a central 
opening made in the iris, unless the 
crystalline lens were also extracted, as 
the capsule (necessarily interfered with) 
would immediately subject the lens to 
a cataractous process. With eyes of this 
character, the best results may be ex- 
pected by making a section similar to 
that adapted to cases of uncomplicated 
cataract. The primary incision may be 
made with either a keratome or a Von 
Grafe knife carried downward into and 
through the iris below the pupil. The 
portion to be removed will then be 
elevated by means of a capsule forceps 
after which it may be snipped off with 





Fig. 3.—The corneal and iris section has been ear- 
ried downward and the iris has been divided; the iris 
flap has retracted itself, thus leaving a satisfactory 
pupillary opening. The knife is being withdrawn. 
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a small, thin-bladed scissors. The lens 
may then be removed in the usual 
manner. If properly done, this opera- 
tion will leave rather a_ satisfactory 
central opening in the iris which will 





Mig. 4.—Aphacic patient, age 81, upon whom the 

first combined corneal section and iridotomy was 

performed. The operated eye regained vision of 
20/40; the opposite eye was sightless. 


probably be accompanied by beneficial 
results. 

Where the pupil is found to be closed 
by a prolapse of the iris into a corneal 
wound, as in the second type of cases, 
or into an opening in the cornea result- 
ing from a perforating ulcer, it is com- 
paratively easy to detach the iris from 
the cornea without creating an injury 
to the capsule of the lens. This may 
bs accomplished through a much smaller 
corneal section than the one indicated 
for a cataract extraction. After the in- 
cision has been made in the cornea, an 
iris forceps grasps the attached portion 
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of the iris, after which it may be gently 
pulled through the corneal wound and 
excised. Usually this will leave an open- 
ing in the iris of sufficient size to pro- 
mote vision and will be followed by good 
results. 

The largest number of cases with 
which we will be confronted, will fall 
under type three of the preceding classi- 
fication. It is in cases of this nature 
that we may expect our most gratifying 
results. A severe corneal inflammation 
may often occur without any untoward 
effect having befallen either the iris or 
the crystalline lens. The only indication 
which presents itself in an eye thus in- 
volved, providing a clear area of cornea 
remains, will be that of a simple iridec- 
tomy. In cases of opacity of the cornea 
obscuring the pupil, when a small por- 
tion only is sufficiently clear to permit 
of the admission of light, the section 
should be made slightly beyond the 
sclerocorneal margin. This is for the 
very evident reason that, should the 
section be made a millimeter or two 
inside the limbus, the resultant corneal 
haziness may so effect future vision that 
the object of the operation will be 
entirely defeated. 

Kuhnt’s operation for making a per- 
manent opening through an iris which 
has been complicated by an agglutinated 
pupil, as in type four, is an easy pro- 
cedure to carry out and one that will 
usually promise better results than when 
any other method is employed. In doing 
this type of operation, a Von Grafe 
knife may be carried through the cornea 
and made to perforate the iris. The 
knife is then thrust forward six or eight 
millimeters, after which the blade is 
elevated slightly and advanced, in order 
to make a counter puncture in the iris. 
The section in the cornea, including the 
iris, is now finished in the usual manner. 
An iris forceps grasps the iris; a por- 
tion of it may then be slightly with- 
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drawn and snipped off. The section may 
be made downward if the clearest area 
in the cornea is in that direction. 

Kor the fourth type of agglutinated 
pupil caused by the adhering of the iris 
to the lens capsule in aphacic patients, 
I have, on various occasions, obtained a 
large permanent pupil by a method 
which I believe to be original. The tech- 
nic of the procedure which I[ have 
adopted, with certain variations  re- 
quired by each individual case, is as 
follows: 


Let us presume that the operation is to be 
performed on the left eye. A Von Grafe 
knife, cutting edge downward, will be in- 
serted through the cornea about four milli- 
meters from the sclerocorneal margin and at 
a point corresponding to two on the dial of 
a clock. With the iris then engaged by the 
knife, the section, after the counterpuncture 
in the cornea is made, is slowly carried down- 
ward. Soon the taut iris gives way and gapes, 
due to its inherent elasticity; an artificial 
pupil is thus created. The iris will usually 
be cut through and will gape, before the 
corneal section, as it is carried downward, 
gets beyond points corresponding to four and 
eight of the clock dial. The knife is then 
withdrawn. 


It should be remembered that an 
artificial pupil should be made as near 
to the center of the cornea as possible. 
The configuration of the normal cornea 
and the crystalline lens make this advis- 
able. A new pupil at the periphery gives 
rise to ‘‘dazzling’’ vision. Therefore, 
what would correspond to areas between 
two and five or between ten and seven 
of the dial of the clock, and as near to 
the center of the cornea as_ possible, 
must be considered the most favorable 
locations for the formation of a colo- 
boma for visional purposes. 

An iridectomy should not be per- 
formed in the absence of sufficient light 
perception. If an area of clear cornea 
exists, and if the iris beneath this trans- 
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parent portion is normal in luster and 
is not adherent to the cornea, the case 
may be considered favorable for surgical 
interference. Then, if the patient can 
distinguish the shadows of the hand 
when it is passed between the eye and 
a light, one should feel quite confident 
that an iridectomy for optical purposes 
would be likely to lead to good results. 


CONCLUSION 


(1) There is no type of eye surgery 
so neglected as that for the restoration 
of vision, in cases of sealed-over irides 
or of central scarring of the cornea. 
This is due to the frequent disappoint- 
ments following surgical interventions 
upon cases of this type, particularly in 
instances in which the lens capsule and 
the iris were adherent over large areas. 

(2) As a result of operations done 
with a minimum amount of risk, com- 
fortable vision may often be brought 
to patients whose visual usefulness had 
long been lost. 

(3) Sites for operations, with a view 
to creating colobomas for visual pur- 
poses, should be selected, when pos- 
sible near the center of the iris rather 
than at the periphery to prevent the 
‘dazzling’? which sometimes occurs 
where peripheral colobomas are made. 
In adult patients with iridolenticular 
adhesions, the lens should be extracted; 
otherwise eataracts will immediately 
follow the operation. In children, where 
iridotomies are done, a dicission of the 
lens only, is indicated as rapid absorp- 
tion of lens tissue will follow. 

(4) In cases of central corneal opaci- 
ties, behind which are normal irides, an 
iridectomy of the classical type is a 
simple performance which nearly always 
results in great improvement in vision. 

(5) I have been the originator of a 
simplified method for creating central 
openings in the iris in aphacie cases in 
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which the iris had been sealed over by 
exudates. This consists of a corneal 
section in which the knife, cutting edge 
downward, is made to penetrate the 
cornea 4 mm. from the limbus, after 
which it is forced through the iris and 
passed 6 mm. forward where it again 
enters the anterior chamber, after which 
the counter puncture in the cornea is 
made at a location similar to that of 
the initial puncture. The ensuing section 
is not to be finished, as the elasticity 
of the iris will cause a coloboma_ to 
occur before the section reaches more 
than a few millimeters downward. The 
knife is then withdrawn from the un- 
finished section. The artificial pupil 
thus made will be near the center of the 
iris, a location which is most favorable. 


SUMMARY 


The author cites earlier failures in 
attempts at the construction of an arti- 
ficial pupil, as the probable reason for 
the present neglect of this important 
procedure. Ife mentions several series 
of his own eases, which have been suce- 
cessfully operated upon, and gives a 
simple description of two operations, 
one his own technic, for restoring at 
least partial vision to those who have 
lost all except light perception through 
injury, iritis or other causes. He re- 
ports three cases. 


SOM MAIRE 


L’auteur nous cite les insuecés qui 
dans le passe ¢te la construction d’une 
prunelle artificielle furent fréquents. TI 
rapporte plusieurs séries de ces cas per- 
sonnels opérés avee succes. I] nous 
donne une description de deux tech- 
niques opératoires, une de ces techniques 
est la sienne, qui rétablissent une per- 
ception partielle de la vieu chez ceux 
qui ont perdu toute perception de la 
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Ligation Treatment for Varicose Veins 


An Estimate of the Present Status of This Method 


ELIAS D. LAWRENCE, M.D., F.A.CS., F.I.C.S. 
PATERSON, NEW JERSEY 


S we review the literature on the 
treatment of varicose veins, we 
find that progress has been made 

as the knowledge of the pathological 
anatomy and physiology of the venous 
system of the lower extremity became 
better known and _ suitable sclerosing 
solutions developed. The results of 
treatment, either by surgery, or injec- 
tion, never were satisfactory. It was not 
until 1930, when de Takats deseribed 
ambulatory ligation at the sapheno- 
femoral junction, combined with retro- 
erade injection, that an effective method 
of treatment was first deseribed in this 
country. Much progress has been made 
since that time. 

Failures in the treatment have re- 
sulted either from lack of knowledge of 
the pathology present or inability to 
determine before operation the require- 
ments in each individual case. The liter- 
ature is full of descriptive anatomy of 
the venous system of the lower extremi- 
ties, but this is cadaver dissection, not 
dissection of living legs with distorted, 
dilated veins, destroyed valves and re- 
flux of blood through incompetent per- 
forating branches. It is good to know 
that there are usually 3 main veins 
emptying into the saphenous near its 
femoral junction, and that these must be 
tied and ecut—but it is more important 
to realize that a reflux from the deep 
system of veins may occur at the mid- 
thigh, the knee or lower, and that each 
of these must be located before opera- 
tion, ligated and cut, if you are to get 
eood results with the operation. 





The veins of the lower extremity are 
arranged in three sets, superficial, com- 
municating and deep. All are protected 
by valves the purpose of which is to 
maintain the venous return in one direc- 
tion, 1.e., from below upwards. In vari- 
cose veins, this normal flow of blood is 
reversed and is from above downwards. 
This is caused by absent or incompetent 
valves in either the superficial, the com- 
municating or the deep veins. From 
postmortem study, it is known that in 
25 per cent of legs dissected, there is 
a congenital absence of the valve at the 
saphenofemoral junction, thus predis- 
posing to the development of varicose 
veins. Other causes are the lack of sup- 
porting tissue in the veins, thrombo- 
phlebitis or congenital weakness of the 
valves, made incompetent by increased 
venous pressure as in hard physical 
work, increased intraabdominal pres- 
sure or pregnancy. The lesser saphenous 
vein is reinforced with a firm band of 
fascia at its junction with the popliteal 
—apparently the reason it is so seldom 
necessary to ligate this vein. Incompe- 
tent perforating branches are the most 
important causes of failure in the treat- 
ment. The common sites are just above 
or just below the knee, and above the 
ankle, but they may occur anywhere. 
The arrangement of the venous pattern 
is so variable, that no two legs are the 
same. Hach case must be studied indi- 
vidually, and the pathology present 
determined and evaluated by certain 
definite tests that have already been 
developed and described. 
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The Trendelenberg, the first of these 
tests, was described in 1891; it is still 
one of the most important. It is a 
demonstration of reversed venous flow 
and also of the competency of the valves 
of the communicating veins. With the 
patient on his back, the affected leg is 
elevated to empty the veins. Pressure 
is then made with the fingers to occlude 
the terminal saphenous (the location 
having been previously determined), 
and the patient asked to stand. If the 
veins below do not fill within 30 seconds 
we consider that there is no reflux from 
the deep circulation, and that competent 
valves are present. The pressure on the 
saphenous is now removed; if there is 
‘apid filling of the veins, there exists 
a reflux of blood due to the absence or 
incompetency of the protecting valve at 
the sapheno-femoral junction. Such 
vases are said to be ‘‘Trendelenberg 
positive.’’ If no reflux occurs, the case 
is ‘‘Trendelenbere negative.’’ If there 
is rapid filling of the veins from 
below on standing, with further disten- 
sion of the veins with removal of the 
pressure above, the case is ‘‘Trendelen- 
berg double positive.”’ 

The Perthes’ test is a test of the deep 
circulation. Ligation or injection of 
dilated varicose veins in the presence of 
deep thrombosis and incompetent deep 
circulation will aggravate the existing 
pathological condition, since, in these 
cases, the dilated veins represent a col- 
lateral venous circulation that must be 
maintained. The test is performed by 
elevating the leg to empty the veins, and 
applying a three inch rubber or elastic 
bandage from the toes to above the knee. 
The patient then walks for about thirty 
minutes. Aching calf pain and cramps in 
the foot and calf indicate an insufficiency 
of the deep circulation—an indication 
of ‘‘Perthes’ positive’’—and only sup- 
portive measures are to be used in treat- 
ment. Another application of this test 
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is to stand the patient so that his veins 
fill up, then apply a tourniquet at the 
groin. The patient now walks back and 
forth. If the veins empty or become 
considerably softer, the test is ‘‘Perthes’ 
negative,’’ an indication that the deep 
circulation and its valves are function- 
ing properly. The direction of blood 
flow is from the dilated veins, through 
the communicating veins to the deep 
veins. If, on releasing the tourniquet, 
the veins fill rapidly from above, there 
exists a reflux at the saphenofemoral 
junection—another indication of ‘‘Tren- 
delenberg positive.’’ If, however, after 
walking with the tourniquet in place, 
the veins become more prominent and 
more tense, it means that there is a re- 
flux from the deep veins due to incompe- 
tent valves or a deep seated thrombosis. 
This latter condition must then be ruled 
out by the method described above. 
The Mahorner-Ochsner Test is a 
modification of the Perthes’ Test. It 
has the advantage of showing at what 
levels the incompetency of the communi- 
‘ating valves exists, by applying the 
tourniquet at successively lower levels 
of the thigh and having the patient walk, 
observing the size of the varicosities at 
each level. I use the same principle, 
except that I apply the tourniquet below 
the knee first, and have the patient walk. 
If the veins empty, you can be reason- 
ably sure that no reflux is occurring 
below that point. The tourniquet is then 
applied at successively higher points. 
In this way the lowest point of reflux, 
if any, ean be determined and marked. 
Another way of corroborating these find- 
ines is by the Multiple Tourniquet Test, 
in which the patient_lies down, elevates 
the affected leg to empty the veins, after 
which tourniquets are applied below the 
knee, above the knee, at the mid-thigh 
and at the upper thigh. On standing, 


the lowest tourniquet is removed first, 
the veins being observed for amount of 
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filling, as each tourniquet is removed. 
It may be necessary to reapply two 
tourniquets at various levels to check 
exact location of each perforator. 
Adams described the Coughing Im- 
pulse Test, based on the observation 
that on increasing the venous pressure 
by coughing, a thrill or vibration is felt 
over the saphenofemoral junction when 
the valve is incompetent. He felt that, 
at times, the saphenous valve might be 
competent to standing pressures and 
give a negative Trendelenberg, but with 
the added strain of a cough, reflux would 
occur in borderline eases. This gives 
very valuable information. Where posi- 
tive, the exact location of the terminal 
saphenous is quickly determined, espe- 
cially in obese patients; also its condi- 
tion, i.e., thickened, dilated or thinned 
out. By sliding the palpating fingers 
down the vein and having the patient 
cough, the presence of the venous thrill 
may be located at various points 
along its course. By applying’ pres- 
sure over the terminal saphenous 
and repeating the cough, the disappear- 
ance of the thrill below signifies that the 
reflux at the saphenofemoral junction is 
the only cause. However, if the thrill 
persists at a certain definite point, then 
there is a direct communication between 
the deep femoral vein through the ecom- 
municating vein to the saphenous. 
Knowledge of this is very important, 
for unless this perforating vein is 
ligated, the treatment will be doomed to 
failure. This test is also of value, when 
positive, in those cases of superficial 
thrombophlebitis of the calf where there 
is pain at the site of the phlebitis on 
coughing. If pressure on the terminal 
saphenous causes disappearance of the 
pain on coughing, high ligation will 


result in almost immediate relief of 
pain, and rapid clearing up of the 
thrombophlebitis. 


The Schwartz Test uses the same prin- 
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ciple of wave transmission by tapping 
the terminal saphenous and feeling the 
impulse along the course of the vein. 
One of the most important tests is, what 
I call, the Reversed Schwarz Test. It 
gives information as to the condition of 
the saphenous system. With the patient 
standing, the fingers of one hand are 
gently placed over the terminal saphe- 
nous, and a brisk tap is made over each 
group of varicosities. The feeling of the 
transmitted wave at the groin signifies 
the presence of an uninterrupted column 
of blood with non-functioning or absent 
ralves between the point tapped and the 
terminal saphenous. Where no impulse 
is felt, there is no direct communication 
between the group of veins below and 
the main saphenous trunk. With this 
method, a large grape-like varicosity at 
the ealf, without any other visible vari- 
cosities on the entire leg, can be found 
to communicate directly with the upper 
saphenous, and high ligation will cure it. 

If these few basic tests are properly 
applied and interpreted in each ease, it 
is possible to classify practically all 
vases of varicose veins from a clinico- 
pathological standpoint, and apply the 
proper treatment for each individual 
‘ase. Only in this way will the highest 
percentage of cures be obtained and re- 
currences reduced to a minimum. 

I should like to present the following 
classification, which covers practically 
all types of cases, with the treatment 
indicated in each group: 


Group A— 

Legs with superficial varicosities along 
the greater or lesser saphenous veins; 
Trendelenberg negative, Perthes’ nega- 
tive. Treatment is by injection only and 
is effective as a cure. 


Group Aa— 

Legs are ‘Trendelenberg negative, 
Perthes’ negative; Mahorner Ochsner 
positive because of a single point of 
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reflux at mid-thigh or knee. Treatment tion to insure against recurrence from 
is by ligation at point of reflux plus possible collateral branches; immediate 
proper ligation at saphenofemoral junc- or delayed injection at point of reflux. 
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Group B— 

Legs are Trendelenberg positive, Per- 
thes’ negative. Treatment is by proper 
ligation at saphenofemoral junction, with 
immediate or delayed injection. 


Group C— 

Legs are Trendelenberg double posi- 
tive, Perthes’ negative; Mahorner Ochs- 
ner positive at one or more definte places. 
Treatment is proper ligation at sapheno- 
femoral junction without injection and 
supplemental ligation at site of each per- 
forating branch. Injection is immediate 
or delayed. 


Group D— 

Legs are Trendelenberg double posi- 
tive, Perthes’ negative; Mahorner Ochs- 
ner positive with so many points of 
reflux that it is impossible to find them 
all. These are the long neglected cases. 
Results in this group are poor, although 
some relief is offered by ligation at the 
saphenofemoral junction. Injections may 
give temporary thrombosis, but recur- 
rences are common. Radical operation 
using multiple longitudinal incisions, 
and ligating each group of perforating 
branches has been advocated by Linton, 
but I have had no experience with this 
method. 





Group E 

Legs are Perthes’ positive. Treatment 

is supportive only, using elastic stocking 
or bandage. 


The technic of ligation at the sapheno- 
femoral junction, properly done, is not 
easy. It requires meticulous and thor- 
ough dissection. Nor is the operation 
without hazard. The greatest danger is 
hemorrhage, due to tearing of the 
saphenous or injury to the femoral 
vein by tearing or tying. The operation 
should be done in the hospital. Each 
case must be reexamined and tested just 
before operation, and the position of the 
terminal saphenous marked with the 
patient standing, a vertical scratch 
marking its course, and a transverse 
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scratch, as high as possible, marking the 
site of incision. The site of each point 
of reflux must also be marked with the 
patient standing with a similar cross. 
When the patient is on the table, the 
affected leg is elevated and the dilated 
veins are thoroughly emptied. At this 
time, it is impossible to locate the points 
of reflux unless properly marked. It has 
been my experience that the oblique in- 
cision as close as possible to the groin 
crease is the most practical. With a 
2 inch incision exposure is adequate, and 
retraction upwards and downwards can 
be made if necessary. Anesthesia is 2 
per cent novocaine, infiltrated along the 
line of incision, and in a V shaped area 
above and below to make retraction 
painless. The incision is carried through 
the skin; the subcutaneous fat is sepa- 
rated bluntly with a small curved clamp, 
being careful of the thin walled super- 
ficial venous plexus sometimes found 
under the skin (especially in obese 
patients). With retraction upwards and 
downwards, the terminal saphenous will 
be found to lie just under the deep 
layer of superficial fascia. This may 
be quite adherent in cases of long stand- 
ing ulcer or phlebitis; it must be care- 
fully separated from the vein to avoid 
tearing it, with resultant very profuse 
hemorrhage. The saphenous may be 
very thinned out; if handled carelessly 
with a forceps, it will rupture easily. 
Where it appears very thin and dilated, 
it is better to retract the lower edge of 
the wound and expose the vein lower 
down, freeing it completely from the 
surrounding tissues, double clamping 
and cutting. Traction is then made on 
the lower clamp, and the vein is elevated 
out of the wound, dissecting the sur- 
rounding tissues away bluntly, exposing, 
tying and cutting all branches until 
about 2 inches of vein are exposed. In 
this way a deep communicating branch 
running into the fascia of the thigh, if 
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present, may be detected and ligated. 
The saphenous is ligated as low as pos- 
sible with no. 1 silk, and the 2 inch seg- 
ment of vein excised. The dissection of 
the upper saphenous to its junction with 
the femoral requires careful and deli- 
eate dissection. Each branch must be 
exposed, doubly tied and cut. It is essen- 
tial that the saphenofemoral junction be 
visualized and exposed. At times to do 
this is difficult and dangerous, but it 
must be done, for very often one or two 
large veins empty into the saphenous 
just proximal to the junction; failure to 
recognize and tie these off will result in 
time in reéstablishment of the saphenous 
system. I have had occasion to reoper- 
ate two cases that had had a previous 
high ligation; in both cases, recurrence 
was due to failure to find one high 
branch. No attempt to name_ the 
branches should be made; just be sure 
that every one is ligated and cut. The 
saphenous must be tied off as close 
to the femoral as_ possible, without 
encroaching on or injuring the latter. 
Heavy no. 3 silk is used; a bite taken 
into the adjacent deep fascia helps 
transfix the suture. A second suture is 
taken through the vein about 1 centi- 
meter distal as an additional safeguard. 
Care must be taken in tying so that no 
marked traction or sudden jerk is made, 
especially in thin walled veins, as tear- 
ing of the saphenous bulb, or even the 
femoral may cause profuse and frighten- 
ing hemorrhage. If this does occur, pres- 
sure with the finger will control the 
hemorrhage until the femoral is exposed 
and ligated above and below. There 
should be no hesitation in doing’ this, 
if necessary, as no untoward results 
occur except some troublesome edema 
for a few weeks, which will gradually 
disappear. 

Retrograde injection at the time of 
high ligation is still being done, but I 
believe it is now the consensus of opinion 
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that this is not necessary. It has been 
my experience that unless a perforating 
vein has been overlooked, spontaneous 
thrombosis occurs in the thigh in the 
majority of cases when a high ligation 
has been properly performed. This 
avoids the severe reactions and pain that 
are so often seen, especially where the 
varices are very large. Patients are 
more comfortable and are able to return 
to work much sooner. If thrombosis is 
not complete or does not occur, a sub- 
sequent injection in a week or two is 
usually effectual. In the meantime, the 
marked dilatation of the veins will have 
disappeared. Below the knee, however, 
injection may be done at the time of 
operation; but here too, it may be de- 
layed, depending on the experience of 
the surgeon. My rule is, if the veins 
are markedly dilated, ‘‘no immediate 
injection.’ 

Supplemental ligations for the deep 
perforating branches are performed at 
the previously marked sites. Novocaine 
skin infiltration is used; the incision is 
about three-fourths inch long. The sub- 
cutaneous fat is spread apart with a 
small curved clamp, whereupon the vein 
ean readily be seen, lying in the wound. 
It is grasped and brought out, doubly 
clamped and cut, and each end elevated 
and freed as far as possible from sur- 
rounding tissue, ligated, and the excess 
venous substance removed. The deep 
perforating branch can usually be seen 
on the upper segment; this is also tied 
and cut. The ends of the vein are 
allowed to drop back; a single silk 
suture closes each wound. 

Following the operation, the leg is 
again elevated to empty it of venous 
blood; a snug gauze or flannel bandage 
is applied from foot to mid-thigh. The 
patient is made to walk at once in the 
operating room. This helps prevent 
blood from accumulating in the dilated 
veins, and the muscular action keeps 
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them fairly empty; nor will thrombosis 
be as massive or painful. These patients 
are made ambulatory at once; they are 
advised not to lie down for more than 
a few minutes for about eight hours 
after operation. This tends to prevent 
extension of the thrombosis through the 
communicating to the deep veins, and 
is an important factor in the prevention 
of embolism. Pain is relieved by codeine 
and aspirin. The sutures are removed 
on the fifth day together with the band- 
age; injections, where necessary, may 
be started in 2 weeks. Most patients 
ean be back at work one week after 
operation. 
SUMMARY 


After a review of the literature on the 
subject, the author suggests some rea- 
sons for failures in this type of treat- 
ment in the past. He then gives a brief 
outline of the anatomy of the venous 
system of the lower extremity, and fol- 
lows with descriptions of various tests 
to determine the extent and character 
of reflux circulation, together with his 
own modifications of these tests. He 
groups patients with various combina- 
tions of test reactions both tabularly and 
by diagram. The balance of the article 
describes in detail the author’s opera- 
tion for ligation of the saphenous vein 
at the saphenofemoral junction. 


SOM MAIRE 


Aprés une revue de la litterature du 
sujet, l’auteur suggére quelques raisons 
pour l’insuecés de cette méthode de 
traitement dans le passé. Il nous donne 
une bréve revue de l’anatome du sys- 
teéme veineux de |’extremité inférieure. 
Il nous donne aussi plusieurs tests pour 
déterminer la nature et l’étendu de la 
circulation reflue, et aussi certaines 
modifications personnelles qu’il a oppor- 
tees a ces tests. I] groupe ses malades 
d’aprés ces tests ensheémas et en dia- 





grammes. II décrit son opération pour 
ligature de la veine saphéne a la jonction 
de la saphéne et de 1a fémorale. 


RESUMEN 
Después de pasar revista a la litera- 
tura sobre el tema, el autor cita las 
razones que estima responsables del 
fracaso de esta técnica en el pasado. A 
continuacién describe en cierto detalle 
la anatomia del sistema venoso de la 
extremidad inferior y analiza algunas 
de las pruebas empleadas para deter- 
minar la extensién y caracter del reflujo 
circulatorio, conjuntamente con sus 
modificaciones personales a dichas prue- 
bas. Agrupa a los pacientes de acuerdo 
a los diversos tipos 0 combinaciones de 
recacion a la prueba empleada. Kin el 
articulo se describe con todo detalle 
la operacién del autor para la_ liga- 
dura de la vena safena en la unién 
safeno-femoral. 


CsBoun. 


Ilocae o630pa Hay4HOK AMTepaTypbl oO 
J@4CHHH BapHKO3HbIX BeH JIMraTypOH, aB- 
TOP BbIpaxKaeT CBOe€ MHeHHEe O IIPH4HHaXx 
Heywauuw 9TOTO THMa JeveHHA. OH aeT B 
OOWMX YepTaxX aHaTOMHIO BeHO3SHOHM CH- 
CT€MbI HWKHei KOHeCYHOCTH H 3aTeM_ OIIH- 
CbIBacCT Ppa3Hble cnocoOpbl oOnpexeseHHs 
cTeneHH H XapakKTep OTJMBHOTO KPOBO- 
oO6pauleHHA, a TakxKe HU ero COOCTBeEHHDbIC 
MOAM(pMKauNH ITHX CHOCOOOB. Ta6HilaMu 
MW 4uepeTexKeM OH rpynnupyerT OOvIbHbIX CO- 
riacHO KOMOMHAalHH UX peakUHH. OctTailb- 
Haw CTaTbA MocBelleHa MOAPOOHOMy orin- 
cCaHHlO ero OMepaluu JHraTypbl venae sa- 
phenae y ee BuMAHHA C vena femoralis. 
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Evaluation of Methods of Study of Peripheral 
Vascular Circulation * 


SAMUEL LISKER, M.D. 
PHILADELPHIA, PENNSYLVANIA 


HE purpose of this paper is to 
attempt an evaluation of the 
simpler methods of examination 
of the peripheral circulation. In view 
of the space available we cannot hope 
to cover the entire field of vascular dis- 
eases more than superficially. We have 
therefore chosen a_ specific problem, 


namely — advanced organic arterial 
occlusion with actual or impending 
gangrene. 


During the past two decades, the 
management of these cases has changed 
from being a matter of the individual 
surgeon’s experience and intuition to 
one of careful study of the state of the 
circulation performed routinely prior 
to surgical interference. We are now 
able to foretell with a fair degree of 
accuracy whether or not surgery is indi- 
vated, and if so, at what level it should 
be done. 

In the order of their importance, the 
methods of examination referred to are: 
(1) Careful history taking and detailed 
clinical examination. These should in- 
clude information on the age and sex 
of the patient, the presence or absence 
of true intermittent claudication, the 
time of onset of symptoms and their 
character, all of which play an impor- 
tant rédle in establishing the diagnosis. 
The presence of other diseases which 
may bear an etiological relationship to 
peripheral vascular disease must be 
carefully ascertained. 

The presence or absence of pulsation 
in the accessible arteries, the condition 
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of the skin, the effect on skin color of 
elevating and lowering the extremities 
and the type and location of gangrenous 
areas are of paramount importance. 

It has been our experience that, in 
patients examined in this manner, the 
clinical diagnosis was shown to be cor- 
rect in the vast majority of cases. 

(2) Oscillometry. The next method 
of examination to be considered is oscil- 
lometry. The oscillometer enables us to 
observe the degree of pulsation caused 
by ventricular contractions in the major 
arteries. Obviously, any condition 
which diminishes the stroke volume of 
the heart or lowers the elasticity of the 
arterial walls, will depress the oscillo- 
metric index. 

Unfortunately, the most sensitive of 
these instruments is rather crude and 
requires a relatively considerable pulsa- 
tion of the artery to cause it to register. 
Not infrequently we have examined 
patients who have a zero index at the 
ankle level, yet actually have sufficient 
circulation to maintain the viability of 
the toes. The finding of a zero index 
near the knee, however, is another 
matter. In this case, the cireulation is 
very seriously diminished, usually below 
the level necessary for maintaining 
tissue nutrition which, in the absence 
of collateral circulation, most often 
means tissue necrosis. 

It is therefore possible for a patient 
to have a zero index at the ankle, have 
no palpable dorsalis pedis or posterior 
tibial artery and yet be in no immediate 
need of surgery. Patients in this cate- 
gory are usually suffering from ad- 
ranced arterial disease. In spite of the 
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change in the arterial walls, sufficient 
blood is reaching the toes to keep them 
viable. 

A considerable drop in the oscillo- 
metric reading as one proceeds down 
the extremities indicates damage to the 
deep vessels, should the reading fall to 
zero in the neighborhood of the knee or 
elbow there is most likely a complete 
arterial occlusion. From the foregoing 
considerations, it must be evident that 
the oscillometer at best simply indicates 
the presence or absence of arterial dis- 
ease and ean be relied on merely to give 
some idea as to its severity. 

(3) Iistamine test. Another com- 
monly used method of examination is 
the Histamine test. The technic of this 
test is the simplest of all. We use the 
method suggested by Starr, which con- 
sists of multiple intradermal punctures 
through a drop of Histamine Solution 
11,000 at various levels on the ex- 
tremities. The normal reaction is the 
development of a wheal and a flare 
which should appear within 5 minutes 
after the inoculation. One of the nor- 
mal variations seen in this test is the 
absence of a flare, particularly around 
the ankle. It is well to inoculate your 
own hand during the test to be certain 
that the material is potent. Should the 
response above the knee be delayed, the 
patient’s hand should be tested, since 
some patients, particularly the older 
ones, may have a generally poor re- 
sponse to Histamine. If these safe- 
guards are taken, the test may be more 
accurately evaluated. 

While it is true that the test reveals 
the state of the subcutaneous circula- 
tion, it seems to be a fairly reliable 
indication also of the degree of col- 
lateral circulation, in cases of organic 
arterial disease. It has been our expe- 
rience that patients with severe arterial 
disease of long duration which does not 
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produce actual gangrene, frequently 
show normal or only slightly delayed 
Histamine responses. In cases where 
occlusion is recent and gangrene pro- 
gresses rapidly, the Histamine reaction 
is practically always absent. We inter- 
pret this to mean that the cases which 
become stabilized or improve, do so 
because of the development of an ade- 
quate collateral circulation. The cases 
that deteriorate do not have suf- 
ficient time to develop their secondary 
circulation. 

(4) Skin temperature. Finally, a 
brief consideration should be given to 
the skin temperature. There are nu- 
merous types of instruments that were 
available (before the war) varying 
from very complex thermocouples to 
special mercury thermometers.  Gen- 
erally speaking, any instrument. that 
gives fairly consistent readings on re- 
check of the same patient, is suitable; 
the simpler it is to operate, the better. 
We do not believe it necessary to do 
these examinations under mechanically 
controlled outside temperatures; it 
seems that any ordinary examining 
room where drafts are eliminated and 
which is neither too cold nor too hot 
for ordinary comfort, will suffice. The 
patient should be at complete rest for 
15 or 20 minutes before a record is 
made. It is important that a record of 
the room temperature be kept during 
the examination for purposes of com- 
parison. Of course in thermocouples 
that have both terminals exposed to the 
air, the machine must be standardized 
at room temperature before it can be 
operated. Simply reading the tempera- 
ture of the skin of a patient gives little, 
if any, useful information, unless there 
be a wide difference between his two 
feet. Even here the findings simply 
suggest abnormality, which may not be 
due to organic peripheral vascular 
disease. 
































The study of surface temperature 
changes, as a result of vasodilation 
physiologically induced, or as the result 
of sympathetic inhibition, is of para- 
mount importance, since any definite 
increase in skin temperature is chiefly 
due to an increase in blood flow. Should 
there be a rise in skin temperature of 
as little as 4° or 5° F. after para- 
vertebral novocaine block, it is probable 
that sympathectomy would be of benefit 
to the patient with severe circulatory 
impairment. 

While it is true that the majority of 
patients with advanced arteriosclerosis 
do not show evidence of arteriospasm 
which can be demonstrated by sympa- 
thetic block, an appreciable number do. 
It is therefore necessary to evaluate 
each case from the standpoint of arterio- 
spasm, since this is a remediable condi- 
tion which has considerable bearing on 
the prognosis of the disease. 

Having briefly considered the various 
methods of examination and indicated 
their limitations, let us go to a consid- 
eration of the patients themselves. At 
the beginning of this paper I elected 
to confine myself to a consideration of 
a specific type of case—namely, ad- 
vaneed organic arterial occlusion with 
actual or impending gangrene. These 
patients present one of the most pitiful 
pictures to be seen in the practice of 
medicine. They usually spend weeks 
or months confined to bed, without 
privileges, surrounded by leg cradles to 
protect their extremities and usually 
heated by electric light bulbs. 

Those patients who are unfortunate 
enough to have severe rest pain spend 
their time in periods of narcosis induced 
by morphine, alternating with much 
longer periods of agony. This descrip- 
tion is presented for a purpose. I be- 
lieve that we must find some other 
method of relieving such pain. The 
answer to this problem may come from 
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the field of neuro-surgery. There is no 
doubt that an effectual method for the 
relief of rest pain will save the lives 
of many patients who though they seem 
to be improving from the standpoint of 
their peripheral vascular disease, suc- 
cumb to coronary thrombosis or some 
other vascular catastrophe. There is 
little doubt that the suffering to which 
these patients are subjected, bears a 
definite etiological relationship to the 
high incidence of terminal vascular ae- 
cidents. This is particularly true in 
arteriosclerosis associated with diabetes. 

The difficulty of the problem increases 
directly with the severity of the rest 
pain. In mild cases, the use of ordinary 
sedatives alone, or together with para- 
vertebral block is often sufficient. Some- 
times it is possible to control mild pain 
by the use of mechanical devices, such 
as the intermittent positive pressure 
cuff or mild radiant heat. 

In the presence of severe rest pain, 
the problem is far more difficult; in 
these. patients it frequently cannot be 
controlled even with large doses of mor- 
phine. Because of the fact that they are 
under observation for weeks or months, 
it becomes unsafe to administer  suffi- 
cient opiates; the whole group of nar- 
cotics, hypnotics and sedatives are tried 
usually with the same poor results. It 
is not unusual to find two or three dif- 
ferent sedatives in use simultaneously. 

Unfortunately, there is as yet no ac- 
ceptable method of controlling pain, but 
I have no doubt that the solution of this 
problem would contribute greatly to the 
rehabilitation of many of these patients 
and prevent the complications so fre- 
quently seen in this group. 

For purposes of treatment, these 
patients may be divided into three 
types: 

Type 1. Without rest pain, these pa- 
tients are suitable for clinic manage- 
ment. They respond to any recognized 
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treatment and frequently are completely 
rehabilitated. 

Type 2. Patients with mild rest pain 
relieved by sedatives, radiant heat, posi- 
tive pressure cuff or boot. These are 
better treated in hospitals, especially if 
tissue necrosis is present. This is 
usually superficial and not progressive. 
The vast majority of cases also may be 
rehabilitated. 

Type 3. Patients with severe rest 
pain made worse by slight elevation of 
the affected leg or other physical treat- 
ment, and which is not relieved by seda- 
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tives. Gangrene is usually deep and 
involves the terminal tissues. The use 


-of the suction pressure apparatus is 


poorly tolerated and seems to aggravate 
the condition. The use of this apparatus 
in the presence of infection is definitely 
contraindicated. A small percentage of 
these patients tolerate the intermittent 
positive pressure treatments; if they do 
it may be worth a trial. 

Generally speaking, any form of 
physical therapy which aggravates the 
pain, should not be persisted in, since 
pain is an index of tissue anoxia. 


Discussion 


CHARLES ALEXANDER HATFIELD, M.D. 
PHILADELPHIA, PENNSYLVANIA 


IT am glad of the opportunity to con- 
gratulate Dr. Lisker on his cour- 
age in bringing up for discussion the 
subject of progressive and_ painful 
arterial occlusion. Those of us inter- 
ested in peripheral vascular disease, 
know this condition to be ever present, 
distressing to observe and decidedly 
recalcitrant to treatment. This chronic, 
progressive, remarkably painful afflic- 
tion deserves investigation far beyond 
that which it has been accorded. 

There can be no doubt that adequate 
history, careful physical examination 
and all the laboratory and bedside aids 
‘an. give one a workable impression if 
not a strictly accurate diagnosis. I 
know of no category of affections that 
ean have such a wide range of probabili- 
ties as that of peripheral vascular 
disease. 

Certain of us will have concentrated 
on one type of study far more than 
others. This will, of course, be a matter 
of preference to the individual. How- 
ever, a working knowledge of all the 
aids is most desirable to reduce the 





margin of error to its minutest possible 
Size. 

Oscillometry gives one a very prac- 
tical working index of the relative vol- 
ume of arterial blood available to the 
extremity under consideration. — Its 
finer diagnostic criteria must be mas- 
tered. Histamine intradermally gives 
volumes of information after its varied 
manifestations have become familiar 
ground. Skin temperature observations 
are of tremendous value not only in 
immediate estimation of the circulatory 
status but as a prognostic index. 

I am more familiar with the skin 
temperature studies than with any of 
the others. The temperature rise dem- 
onstrated by reflex sympathetic inhibi- 
tion is a very satisfactory index to the 
extent of improvement to be antici- 
pated by surgical sympathetic denerva- 
tion. Actual svmpathetic anesthetization, 
whether local or regional, gives a defi- 
nite record of potential response. 

Skin temperature recordings, with or 
without sympathetic interference, are 
subject to local conditions, such as open 























NO. 3 


lesions, actual gangrene, infection and 
the like. Diagnostic sympathetic anes- 
thesia, while subject to clinical inter- 
pretation, is invaluable. Peripheral 
nerve trunks may be temporarily anes- 
thetized and the response of the region 
supplied by these nerves recorded. 
Similarly, regional blocks by means of 
the sympathetic ganglia, although con- 
siderably more difficult to achieve, give 
much information as to the potentiali- 
ties of the circulation in the correspond- 
ing limb. 

Novocain infiltration of a peripheral 
mixed nerve or of a ganglion of the 
sympathetic system will give an imme- 
diate response to the extent that the 
organ is capable. My own experience 
with a permanent type of anesthesia 
has been unfortunate. I do not recom- 
mend alcohol injection either of periph- 
eral nerves, because of the danger of 
local thrombosis and paralysis, or of 
ganglia of the sympathetic system be- 
cause of the likelihood of peripheral 
neuritis. 

However, surgery of the peripheral 
nerves does not always produce ideal 
results. The limb upon which it is per- 
formed, may not be able to withstand 
this additional trauma. There is always 
danger of damaging the blood vessels 
that lie in close proximity to the nerves 
in question. The relief of pain, which 
is the objective, is not always won. The 
paralysis resulting from crushing of a 
mixed nerve may be more distressing 
than the pain itself. 

Before leaving the field of study to 
discuss that of treatment, I should like 
to mention a rather new line of investi- 
gation of peripheral vascular disease. I 
do not know the originator of this phe- 
nomenon. I do know that it dates back 
before 1930. The study comprises the 
introduction of the inert dye, fluorescein, 
into the general circulation. Upon ex- 
posure to cobalt filtered ultraviolet light, 
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all tissue that has an adequate blood 
supply to maintain life will ‘‘fluoresce’’, 
that is, will glow with an unmistakeable 
greenish yellow hue. Variations in blood 
supply will be demonstrated by the ebb- 
ing and flowing of this glow. Absence 
of viable circulation is indicated by a 
tissue that does not in any way react 
to this light. It simply registers the 
visible purple light that any tissue or 
material exhibits without treatment. 
This line of study is dramatic and easily 
interpreted visually. It permits not only 
evaluation of the state of the extremity 
but furnishes visual information on the 
ability of the limb or area to maintain 
adequate circulation. This phenomenon 
alone is invaluable when a difficult deci- 
sion must be made for or against emer- 
gency surgery. 

As mentioned earlier, I have given up 
peripheral nerve crush as a method of 
controlling pain. Purely surgical meth- 
ods are not always ideal; it is necessary 
to enlist the aid of physial therapy. Of 
the methods available to control the ebb 
and flow of blood, the one invoking the 
aid of gravity is the simplest. The 
oscillating bed takes every advantage 
of this. 

The methods using positive and nega- 
tive pressure without or within the limb 
also have great value. The intermittent 
venous occlusion ritual has a direct 
bearing on a surgical procedure soon 
to be discussed. The alternating posi- 
tive and negative pressure appliance, 
the ‘‘Pavex boot,’’ simulates natural 
circulation—but with the profound res- 
ervation that it must do this from out- 
side. All these treatments have as a 
‘‘must’’, namely, the administration of 
papaverine hydrochloride. 

But what can be done surgically for 
the extremity that shows slow, progres- 
sive and painful diminution of the 
arterial supply? If there is no response 
to svmpathetic anesthetization, it is pos- 
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sible and feasible to use a mechanical 
method of forcing dissemination of oxy- 
genated blood through the anoxic tis- 
sues. This may be accomplished by 
ligating the main venous trunk from 
the extremity to the body. What this 
accomplishes physiologically is still a 
subject for discussion. However, it does 
relieve pain and improve circulation 
and may produce a latent sympa- 
thetic paralysis that is extremely bene- 
ficial. It is possible that the actual 
operation of ligation may interrupt the 
sympathetic pathways on the main 
artery closely associated. Hydrostati- 
cally, building up a retrograde venous 
pressure will relax vasospasm. 

Should there be demonstrable an ele- 
ment of abnormal vasospasm, there 
seems to be little doubt that surgical 
sympathetie denervation offers the most 
satisfactory and permanent form of 
relief. However, such procedures do 
not consist solely of extirpating sympa- 
thetic ganglia in the neighborhood of 
the affected limb. Preganglionic sym- 
pathectomy may mean an almost per- 
manent cure, while a_ postganglionic 
procedure may only give a period of 
temporary relief with recurrence of 
more severe symptoms within a few 
weeks. 

Freeman and his associates showed 
that postganglionic denervation of the 
sympathetic system rendered the area, 
limb, or appendage more susceptible to 
sympathetic stimuli after the immediate 
effect of operation had worn off. How- 
ever, preganglionic interruption pro- 
vided a semipermanent sympathetic 
paralysis. 

To interrupt the sympathetic enerva- 
tion of the upper limb surgically by ¢ 
preganglionic procedure, the following 
technie is recommended: 
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An approach is made through the 
structures that lie above the clavicle on 
the affected side. The sympathetic 
chain is divided between the third and 
fourth ganglia in the thoracic region. 
The chain is not resected, but the rami 
communicanti of the third, second and 
first ganglia are interrupted. The proxi- 
mal end of the chain so mobilized, is 
then imbedded behind the fibers of the 
first or second intercostal muscle. This 
operation, while being purely pregangli- 
onic does not carry with it the unfortu- 
nate sequel of a Horner’s syndrome. 
The procedure may be carried out on 
both sides at one sitting, if so indicated. 

Preganglionic sympathetic interrup- 
tion of the lower extremity is carried 
out by removal of the first, second and 
third lumbar ganglia in the female and 
the second and third only in the male. 
This operation is carried out through 
an anterolateral incision in the abdomen 
with a retroperitoneal approach. If a 
muscle-splitting incision is used, this 
does not involve a long or ineapacitating 
convalescence. Avoidance of the first 
lumbar ganglion in the male prevents 
the occasional sexual difficulty that can 
occur. 

Where the vascular tree is capable of 
response, permanent dilatation of the 
vessels, both efferent and afferent, fur- 
nishes the best result from the patient’s 
point of view. There are occasions 
where the flexibility of the cireulation 
is not clinically demonstrable wherein 
such dilatation gives profound relief. 
Personally, I should like to see more 
attempts made to treat surgically those 
patients that can possibly withstand it. 


(English and foreign summaries of this material 
will be published in our next issue.) 











Observations on the Eyelids 


WILLIAM OLIVER LODGE, M.D., F.R.CS. (Edin.), D.O.MS., 
R.C.P.S. (Eng.), F.LCS. 


HALIFAX, YORKSHIRE, ENGLAND 


HE eyes of most vertebrates ex- 

cept fishes and snakes are pro- 

tected by movable eyelids. In 
certain lizards which live in sand, the 
lower eyelid is transparent; that of 
Cabrita, found in India, has in it a 
transparent disc. On the development 
and anatomy, I need not dwell. Extreme 
tactile sensibility is an important funce- 
tion. In man, the eyelids are capable 
of more than reflex action; they play an 
important part in expression of emo- 
tion. Perdita spoke of: 

‘¢’.. violets dim. 


‘‘But sweeter than the lids of Juno’s 
99 * 


eyes. 
How different, alas! are the eyelids 


of alluring youth from the stricken 
features of a victim of typhus. Between 
such extremes are subtle variations 
which doctors subconsciously observe, 
even before they inspect the tongue; 
sometimes, anemia, jaundice or myxo- 
dema are recognizable at a_ glance. 
Physicians use palpation through the 
closed eyelids to discriminate between 
diabetic and hypoglycemic coma; in 
the former condition, the tissues are 
dehydrated. 

The North of England Ophthalmo- 
logical Society is established among 
some of the largest centers of popula- 
tion in the world, consequently rare 
ocular affections are common at its 
meetings. A classification should pave 
the way for the few comments which I 
have to make, put them in their proper 
perspective and perhaps promote one 
of those discussions so often more 


*(The Winter’s Tale, Act 4, Scene 3.) 


luminous than the original contribution, 
especially when speakers have travelled 
widely. 


COMMENTARY 


Obviously one cannot pretend to dis- 
cuss all these affections. The last de- 
fect listed in group 1, ankylblepharon, 
recalls the persistence of union between 
the eyelids for some time after birth in 
carnivora. The protective operation of 
median tarsorrhaphy is no less valuable 
in the human adult whenever the cornea 
is especially vulnerable, for example, in 
relapsing ulceration. It is an operation 
one shrinks from but never regrets. It 
enables those who would otherwise have 
to be treated as in-patients for long 
periods to go about their business, and 
promotes sound healing of the corneal 
lesion. 

A somewhat unusual traumatic case 
which came under my care recently at 
St. Luke’s Hospital, Bradford, was that 
of a captain who was directing the fire 
of a P.LA.T. gun from a shallow trench. 
The projectile struck a tank at fifty 
yards range and the conical fuse cap 
was blown back into the officer’s face, 
where it penetrated the lower eyelid, 
rupturing the eyeball, and lodged in the 
maxillary antrum, whence it was re- 
moved through the wound of entry. 
The eyeball was removed and the eye- 
lids sutured. A visor would have pre- 
vented this injury. 

Some blisters on a boy’s eyelids were 
so suggestive of Lewisite burns that he 
was taxed with being in unlawful pos- 
session thereof. The admission of 
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Fig. 1. Demonstration of wiring the eyelids for neuroparalytic affections with .003” tantalum wire. 4. 

Ptosis treated by connecting the upper border of the tarsal cartilage to the occipito-frontalis. B. Ptosis 

treated by suturing the upper border of the tarsal plate to the central fibres of the superior rectus 

muscle. C. For paralytic ectropion of the lower eyelid, one end of the wire is connected to the internal 

palpebral ligament and the other to the zygomatie bone, in which a hole is drilled by means of a special 
punch, The wire passes submuscularly. 


other delinquents, blistered elsewhere, 
clinched the diagnosis. The boys were 
duly visited by the competent derma- 
tological authority at the Royal Halifax 
Infirmary. 

Cicatrieal ectropion from petrol burns 


is common in war time. If the burn has 
been superficial, it may be advisable to 
wait for twelve months before opera- 
ting. Regeneration may occur as it 
does in the donor area for a skin graft. 
The eyelid then resumes its natural 
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SOME AFFECTIONS OF TIE EYELIDS position spontaneously. <A reliable 


=== ==> === method in severe cases is to transplant 








1, Congenital. Cyclops. a a whole-thickness skin graft from the 
Coloboma. Duplication of the ; ° rm: a 
sine eaten. back of the pinna. This skin is supple, 
Ptosis. 


Trichiasis and districhiasis. 
Atresia of lacrymal punctum. 
Ankylblepharon. 





2. Traumatie. “*Black eye.’’ 

Wounds, bites, burns, physico- 
chemical injuries (symble- 
pharon). 





3. Neuroparalytic. | Anaesthesia. 
Paralytie ectropion. 
Spastic ectropion. 
Tie. 

Ptosis. 


4, Vascular. Pulsating exophthalmos. 
Lymphoma. 








5. Infections. (a) Viruses: 
Herpes. 
Vaccinia. 

(b) Bacteria: 

Ophthalmia neonatorum. 

Erysipelas, cellulitis. 

Leprosy. 

Lupus, and tuberculosis of 
facial bones. 

Staphylococeal. 

Streptococeal, 

Diphtheritie. 

Anthrax. 

Blastomycosis. 








= = Fig. 2. Case of bilateral congenital ptosis and 
(c) Fungi. epicanthus, after insertion of tantalum sutures into 
ae the right upper eyelid. 





(d) Trachomatous. 


(e) Spirochaetal : ;' of the right color and inured to ex- 
Spirochaeta pallida. : . i 
Spirochaeta pertenue. posure, and fibrocartilage may be 
Leishmaniasis. transferred with it. The resultant 
postauricular defect is made good with 


(f) Protozal: 
Filariasis, 








- Trichinelin epiealie a dermatome. Incisions should be made 
cod 7 a vc rnoonmaaals ——- not along the orbital margin, but within 
. aneous. Xanthelasma. > . 
oa spetacananes =e suture-hold of the eyelashes, to avoid 
‘ial Pemphigus. lymphatic stasis and unsightly edema in 
: ; a -—_——————— an isolated area of normal skin. This 
7. Neoplastic. Retention cysts, e.g. chalazion. . , 
Papilloma. simple but successful procedure super- 
nas — sedes many major plastic operations. 
Neuroma, e > . . . . 
to Molloseum contagiosum. Passing from injuries, disturbances 
ra- Rodent ulcer. of innervation provide us with much 
‘ Sebaceous carcinoma. a ‘ ° P 4 . 
it Squamous epithelioma. material of surgical interest. Spastic 
aft. ioe entropion may sometimes be corrected 
etastases. 








ral a ne — _ by painting the lower eyelids with col- 








J. INTERNAT. 
COLL. SURG. 
lodion or ‘‘Portex’’ plastic skin. For 
paralytic ectropion due to long-standing 
facial paralysis, the following new 
technique is worthy of consideration. 

Two short incisions are made, expos- 
ing the internal palpebral ligament and 
the frontal process of the zygomatic 
bone (which is girder-like in cross sec- 
tion), respectively. Through the latter, 
a hole is drilled, preferably with a 
euarded serew-action drill. A length of 
003 ineh (.0075 em.) tantalum wire 
doubly armed with suitable needles is 
passed horizontally through the lower 
eyelid, submuscularly, avoiding the in- 
ferior canaliculus and angular vein, and 
secured medially to the tendo oeuli and 
laterally, after adjusting the tension to 
allow for slight future eversion, if neces- 
sary, to the zygomatic bone. This op- 
eration is shown in progress in the 
accompanying illustration (fig. 1C). If 
the region is not free from infection, 
an alternative lid-lifting operation may 
be more suitable. (In the discussion 
on this paper, it emerged that wiring 
the malar bone would be useful in Kron- 
lein’s operation.) The elaborate fixa- 
tion shown in Fig. 1 was designed for 
permanence, but a good hold of fascial 
tissue may prove to be all that is 
necessary. 

To present two operations for ptosis 
needs no excuse: 


A girl, aged 6, had been treated success- 
fully for epicanthus when twelve months old 
by insertion of a large graft of costal car- 
tilaze under the bridge of the nose. The 
parent had been instructed to bring the child 
back for operation for congenital ptosis in 
a few years’ time. On examination, bilateral 
symmetrical ptosis was pronounced (Fig. 4). 
The child had to tilt the head backwards, or 
raise the eyelid with a finger in order to 
look straight forward. The palpebral aper- 
tures were narrow; the caruncles were 
imperfectly developed. 

On January 21, 1946, under general anes- 
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thesia, three .003 inch (.0075 em.) tantaluin 
wire sutures were inserted subcutaneously 
and submuscularly in such a way as to con- 
nect the upper border of the tarsal plate 
with the occipito frontalis muscle (fig. 1A). 
Short incisions were made at the extremities 
of the sutures to define the tarsal plate and 
bury the knots in the wire. A satisfactory 
improvement was noted; the sutures as usual 
did not cause the slightest reaction. 

On February 4th, the left eye was operated 
on by the following method: after intro- 
ducing a speculum, the insertion of the left 
superior rectus muscle was exposed with the 
aid of a bodkin. Through the same incision 
(fig. 1B), the upper border of the tarsal plate 
was reached by eversion of the eyelid and re- 
traction of the conjunctival incision with the 
help of a catgut suture; there was little diffi- 
culty in making the smooth pale pink shining 
tarsus protrude from the conjunctival wound, 
and in stitching it by .003 inch tantalum wire 
to the superior rectus. 

Of the two operations, that on the left eye 
promises to yield a slightly better result, but 
in each case, there is now a well marked fold 
in the skin, which was formerly flat. Per- 
fection in such a ease is manifestly impossible, 
but the parent is highly satisfied. 


Now that men are being flown home 
from the tropics, it is necessary that we 
should be on the alert for tropical dis- 
ease. A drawing of an oriental sore of 
the lower eyelid of a young lascar was 
shown at the meeting, and under the 
microscope were specimens of Leish- 
mania donovani. Specimen A and B, 
kindly lent by Dr. Gartside, showed the 
parasites as found in man. Specimen C 
showed the flagellated form found in 
the sandfly and in artificial culture 
media. It is supposed that these two 
forms of the parasite are asexual and 
sexual respectively. Calabar swellings, 
due to Loa loa, which is often to be 
found in the lower eyelid, may recur 
long after return from the tropics. When 
cooperating in the investigation of epi- 
lepsy in soldiers returned from abroad, 
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the possibility of cysticercosis should 
come to mind; T'richinella spiralis is a 
commoner cause of swelling of the 
eyelids. 

With regard to infective conditions, 
it is significant that infective agents 
have passed through evolutionary 
stages, just as their hosts have done. 
For instance, concerning syphilitic pri- 
mary sore of the eyelids, spirochetes are 
asexual, reproduction being by trans- 
verse division into two, in a manner 
vegetable rather than animal. Origi- 
nally, under the crowded conditions of 
tropical tribal life, propagation was 
easy; with the gradual assumption of 
a specialized venereal mode of trans- 
mission, the spirocheta pallida took on 
a new virulence and tendency to affect 
the nervous system. The Wassermann 
and Kahn reactions are positive in 
yaws, which is due to spirocheta per- 
tenue. Somewhat similarly, variola is 
the virulent form of vaccinia and on 
passage through the calf, reverts per- 
manently to type. Vaccinia pocks on 
the eyelids are occasionally to be seen 
in nursing mothers. 

Edema of the eyelids due to malig- 
nant pustule of the face would certainly 
call for treatment with penicillin. 

Another affection which calls for pre- 
vention rather than cure is ophthalmia 
neonatorum. For prophylaxis against 
Neisseria gonorrhoeae infection among 
men on liberty from allied warships, 
sulphonamides have been used. Peni- 
cillin might mask a spirochetal infection. 
For prevention of ophthalmia neona- 
torum, in cases where it is especially 
to be feared, administration to the new 
born infant of sulphonamides, one grain 
per pound of body weight per day, given 
four-hourly, is, in my opinion, to be 
recommended, and I should place con- 
siderable reliance on penicillin drops, 
up to 2,500 units per ee. for prophy- 
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laxis. For curative treatment, I do not 
subscribe to the view that in-patient 
treatment is no longer necessary; re- 
sistent cases are seen sometimes. I con- 
sider that affected infants should not 
leave hospital until three smears have 
been negative. 

Other affections should be mentioned 
briefly. Medical officers who have re- 
turned from the Hast may have some- 
thing to say about trachoma, and the 
effect of the latest antiseptics in com- 
batting secondary infection. The com- 
monest allergic affection of the lower 
eyelid is atropine dermatitis, but exotie 
rashes on the eyelids are sometimes set 
up by primulas. Malignant melanomas 
sometimes present themselves as minute 
pigmented tumors near the lid margin; 
excision is imperative. In connection 
with gamma or X-radiation of naevi, the 
possibility of producing cataract should 
be borne in mind. Among: remedies for 
sessile papilloma, surgical diathermy 
still reigns supreme. 


CONCLUSION 
The eyelids are interesting and essen- 
tial structures, liable to many of the 
diseases to which flesh is heir. Some 
forty affections are enumerated and 
comments made on a few of current 
medical and surgical interest. 


CONCLUSIONS 


Les paupiéres sont des structures 
intéréssantes et essentielles. Souvent 
elles offrent les prémiers symptomes 
d’une affection systémique et aussi elles 
fréquemment sont le siége d’affections 
de la region oculaire. A peu _ prés 
quarante différentes maladies intéres- 
sant la région palpébrale sont énu- 
mérées. L’auteur discute quelques— 
unes présent—aut un intérét médical et 
chururgieal, 
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RESUMEN 

Los parpados constituye una estruc- 
tura anatOmica muy interesante capaces 
de sufrir muchas de las enfermedades 
que toman asiento en la piel. Con fre- 
cuencia son los parpados el factor que 
nos pone en guardia sobre la presencia 
de una afeccién organica general, aparte 
de ser ellos, precisamente, los que 
muestran los sintomas precoces de las 
afecciones peculiares de la region ocular. 
Se enumeran unas cuarenta afecciones 

a este respecto y se comentan algunas 
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CBon 

Bek ABIAIOTCA HHTePeCHbIMH HM CyUle- 
CTBCHHBIMH OpraHaMH, MOBep2xKeHHbIMH 
MHOrHMM Oove3HaM Teja. Uacto, NomMamMo 
PaHHHX CHMITOMOB 4HCTO ria3HbIx Oo7e3- 
Hei, OHH JaroT MepBble CHMITOMbI CHCTeM- 
HbIX 3a00eBaHHH. IlepeuncueHo OKOWJIO Co- 
poka Ooule3HeH Cc CCbIIKOH Ha HeKOTOpbIe 
O0.1e3HH OCOOeHHO MHTepecHble BO Bpayueb- 
HOM HM XHPyprHyecKOM OTHOUIeHHH. 
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lumiére l’etiologie soit un traumatisme, 
une inflammation de l’iris ou une autre 


cause. Il présente trois cas. 
RESUMEN 
Kl autor analiza los fracasos que 


siguieron a los primeros intentos de 
reconstruccién pupilar y achaca a ellos 
el motivo por el cual se descuida en Ja 
actualidad dicho procedimiento. Cita 
varios casos propios, operados con 
éxito, y detalla la técnica operatoria en 
dos de los casos; en uno de ellos empleé 
su método personal para el restableci- 
miento de por lo menos una visi6n par- 
cial en los individuos que han perdido 
toda la funcién Optica excepto la per- 
cepcién luminosa por causa de lesiones 


CpBon. 


ABTOp cuHTaeT, YTO MpexkKHHe Heya4un 
NOMNbITOK KOHCTPyKUMH MCKYCCTBeHHOrO 
3pauKa ABIAIOTCA BO3MOXKHOH NpHunHon 
TemepeliHero mpeHeOpexeHHA ITOH BaxK- 
HOH MepbI. OH YMOMHHAaeT HECKOJIbKO ce- 
pHi CBOHX COOCTBeHHbIX CJly4aeB, KOTOPhIe 
ObIIM YyCNelHO OMepHpoOBaHHbI, WM aeT 
mpoctoe OMmuvcaHve AByX ONMepalui, OHA 
ero coOcTBeHHas, WIA pecTOpalnu, mo 
KpahHel Mepe, 4aCTHYHOrO 3peHHA y OOuIb- 
HbIX, KOTOPble MOTepAJH OT MOBpexTeHHA, 
MpHTa WIM ApPyrhx MpvunH BC Neplenin1o 
3a MCKJIHOUCHHeM CBeTOBOHM. OH ONHCbIBaeT 
TPM culy4asn. 
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The Responsibility of the Surgeon in the Preservation 
of Human Fertility“ 






FRANCES I. SEYMOUR, B.S., PH.G., M.D.f AnD ALFRED KOERNER, 
LL.B., M.D. 


NEW YORK CITY 


HE objective in the practice of 

medicine is to preserve, insofar as 

it is possible, the life and health 
of people. We give prenatal advice at 
the very incipience of life, assist at the 
turmoil of labor, administer prophylaxis 
in childhood, combat the lurking dan- 
gers of adolescence and help mature 
man through the thousand and one dis- 
abilities to which he is heir. Today, 
due to the vicissitudes and horrors of 
a global war, we must prepare ourselves 
for new and greater service. 





CHART I 
ToraL WAR 
presents 
GLOBAL REPOPULATION PROBLEMS 
Caused by: 
1. Male decimation resulting in decreased 
number of marriageable males. 
2. Sex ratio imbalance. 
3. Shifts in population. 
A. Civilian evacuation in war areas. 
B. Prisoner transplantation. 
C. Industrial migrations (defense 
plants, ete.). 
4. Sterility (see chart: Causes of Male 
Sterility in War). 
The Doctor’s Responsibility to the People: 
Restoring fertility to the eugenically sound. 





One of the phases of our medical 
obligation which has received too little 
attention in the past, but which has 





*Read before Ninth Annual Assembly, U. S. 
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been highlighted by this war, is that of 
the preservation of human fertility. 
Kivery nation depends upon its popula- 
tion and the stamina of that population 
for its strength. War has destroyed 
too much of our best material. The 
decrease in the male population has 
dangerously upset the sex ratio. Male 
sterility has been greatly increased 
through the injuries and hazards of 
war. The problem of global population 
is so acute that we must restore to 
fertility all individuals of eugenically 
sound stock. In addition, we must urge 
those best endowed for parenthood to 
have larger families than is now fashion- 
able among them. In view of these facts, 
we believe that every case that comes 
to a surgeon’s attention must have a 
thorough investigation of the factors 
governing fertility. 

The White House report of January 
1940 brought to light the startling dif- 
ferences that manifest themselves in 
American fertility. It pointed out three 
remarkable facts: (1) that a preponder- 
ance of children were born to parents 
living in rural areas, (2) that a striking 
number came from foreign born parents, 
and (3) that an alarmingly large num- 
ber oceurred in families in the lower 
income brackets. The report further 
showed the extremely unsatisfactory 
results from this type of breeding. 
For example: There were in 1940— 
(a) 360,000 idiots and 1,800,000 mentally 
defective children in the United States; 
(b) several hundred thousand children 
who do not go to school; (ec) 12,000,000 
children who belong to families with an 
annual income below $480; (d) 23,000 
delinquent children who reside in State 
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Institutions; (e) 180,000 children annu- 
ally who are brought before juvenile 
courts as delinquents. 

Judging by the answers given to 
census takers in 1940, sanitary living 
conditions throughout the country were 
far below acceptable standards. 


CHART II 
RecoRDED FROM 1940 CENSUS QUESTIONS 


1/6 of entire population of U. S. A. live in 
homes where there is less than one room per 
person—6,000,000 families in 37,325,470 
homes in America. 





The following facts and figures are on 

36,900,000 homes : 

22% —nearly 1/4—have no electric light; 

40%—have no bathing facilities ; 

35.2%—have no flush toilets; 

31%—nearly 1/3 of all dwelling units, 
are without running water; 

2.8%—have no toilet facilities, not even 
a privy. 





Do you know that in New York City, houses 
condemned as unfit for living 40 years ago 
are still standing? 


In the same year, 1940, it was esti- 
mated that in the United States: (a) 
25 per cent of the population was 
diabetic; (b) One in every ten persons 
was syphilitic; (c) One out of every 
eight would be confined to an institution 
for the insane during his lifetime; 90 
per cent of all insane were victims of 
inheritable insanity; (d) 80 per cent of 
all criminal cases come from weak- 
minded parents; (e) The ‘‘1.Q.’’ of the 
U.S. population as a whole was at the 
mental level of a 12 year old child. 

Selective Service not only substanti- 
ated these figures but demonstrated that 
they were conservatiwe. Prior to Pearl 
Harbor, one out of two of our young 
390 
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men failed their physical examination. 
The subsequent need for increased man 

' necessitated the standards being 
lowered; after they were lowered, four 
million of our boys were still found 
unsuitable for military service. Of the 
four million, 35 per cent were discarded 
for mental conditions! 

Very little comfort can be taken by 
any of us in this state of affairs. All 
organizations, whether political, educa- 
tional, economic, medical or religious, 
should bow their heads in shame for 
their sad lack of codperation and in- 
tegration in the past. 

This is not the place for a diatribe 
against the factors which have caused 
this breakdown of the health of the 
American nation or the weakening of 
the disciplinary force in the American 
home. What we must be concerned with, 
here and now, is the problem of building 
up a new generation. We know that 
such a generation must be protected 
throughout its formative period by the 
best possible environmental factors. 
Ilowever, we learned long ago that even 
the best environment alone will not save 
stock that is dysgenic. 

Good government, as well as good 
medicine, depends upon education—not 
the education of the gifted few, but the 
intensive education of the masses. 
Medical men have received the most 
thorough type of training that our 
modern civilization offers. By this fact 
alone, they automatically become vested 
with potential leadership and must 
foster every measure which will tend 
toward the betterment of the nation’s 
health. 

One of the obvious sourees of such 
improvement is the enlargement of well 
endowed families. Terman has pointed 
out that the greatest percentage of 
gifted children in this country, has come 
from the professional group. 
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OCCUPATIONS OF PARENTS OF GIFTED CHILDREN 
Proportion 
in Popu- % of 


lationof quota 
LosA.& among 


Proportion SanF. fathers 
among fathers of (1910 of gifted 
gifted children census) children 


Professional group...29.1% 2.9% 1003% 
Public Service group 4.5% 3.3% 137% 
Commercial group...46.2% 31.6% 128% 
Industrial group....20.2% 57.5% 35% 


10 times as many gifted children come 
from the professional group as from the 
population at random. 


(From Terman’s Genetic Studies of Genius) 





It is therefore obvious that the pro- 
fessional group, numerically by far the 
smallest, produces the best mentally 
equipped children. Unfortunately, they 
also produce the fewest children per 
family. A considerable national up- 
swine would result, if such families 
could be influenced to increase the num- 
ber of their offspring. 

War is notorious for depleting our 
store of ‘‘1A’s’’ and building up a 
reservoir of ‘‘4F’s.’? Our socio- 
economic responsibility blends with our 
medical duty, to salvage as much from 
the wreckage as possible. Therefore, 
the all-important consideration that 
must receive the surgeon’s attention is 
the question of fertility. No matter for 
what reason the patient comes to you, 
the larger national responsibility de- 
mands that you investigate the question 
of his procreative powers. 

In peace time, the surgeon can pre- 
vent many causes of male sterility by 
careful and early treatment. This is 
particularly true of the treatment of 
gonorrhea. The hazards to a man’s fer- 
tility may come through involvement of 
the genitourinary tract by primary in- 
vasion, or may arise by secondary 
extension from adjacent structures. 
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CHART III 
Some Causes OF MALE STERILITY IN TIME OF 
PEACE 
Infections 
1. Acute—Mumps, gonorrhea, infections 
causing pyrexia. 
2. Chronie—Tubereulosis of G. U. tract, 
locomotor ataxia, ete. 
Endocrine Disorders 
Pituitary, gonadal, thyroid, ete. 
Absent or Undescended Testes 
Deficiency Diseases 
Avitaminosis (especially of vitamin E)— 
severe anemia. 
Errors in Coital Technic 
Over-Indulgence 
Accidents 
A. Injuries to the G. U. tract. 
1. Traumatie. 2. Surgical. 
B. Overexposure to X-ray or radium, 
(in doctors, technicians, ete.) 
Toxic States as: 
Uremia, chronic fatigue, cachexia, ete. 
Industrial Diseases 


Poisoning by metals or their products, as: 
Lead, radium, radon, ete. 


New Growths of G. U. Tract 


Addictions 


1. Chronic ethylism. 2. Morphinism, ete. 


Idiopathic Factors 
Reproductive incompatibility. 


Any Combination of the Above 


Spermatogenic Disturbances Manifesting 
Themselves as: 


— 


Oligo, necro, azo, or aspermia. 
2. Suboptimal sperm longevity. 
Sterile motile sperm. 





Conservative treatment and chemo- 
therapy will do much to preserve 
fertility, frequently endangered by 
posterior-urethral complications. 
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Careless postoperative radiation ther- 
apy has caused much unnecessary 
sterility. Screening of the essential 
tissues and regulation of dosage, must 
be practiced, even by the most expert 
of operators. In performing herni- 
otomy on young males, we must not 
forget to give especial care to the ilio- 
inguinal nerve, accidental severance of 
which, not infrequently causes testicular 
atrophy. Nor can eryptorchidism be 
too long neglected, without paying a 
staggering penalty. 

CHART IV 
Some Causes or MALE STERILITY IN TIME 
War 


OF 


Battle Casualties 
A. Bullets, grenades, shrapnel, burns to 
genitalia (flame throwers, etc.). 
B. Wounds from below: land and marine 
mines and torpedoes; ‘‘booby traps.’’ 
(. ‘‘Shell-shock’’; brain injuries. 


D. Concussion in air; concussion in water. 


Tropical Diseases 
Malaria. 
lilariasis. 
Yellow fever. 

Filth-borne Diseases (by lice, rats, mice, flies, 

ticks, ete.) 
Typhus. 
Typhoid. 
Bubonie plague. 
Cholera. 
Venereal Diseases 


Diseases of Malnutrition 

Avitaminosis, the anemias, starvation, ete. 
Extreme or Long-Standing Exposure 

Prison camps. 

Concentration camps. 


Fox-holes and trenches. 
Privation through being lost in jungle. 


Punitive Sterilization by Castration 
(a) Surgical. 
(b) X-ray. 
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HUMAN FERTILITY ee iain 

Hamilton Bailey’ has stated that we 
may expect more urethral wounds at the 
end of this war than in the last, because 
most modern explosive weapons (such as 
land mines, marine torpedoes and 
bombs) tend to wound from below. Many 
of these wounds may be overlooked and 
will remain undiscovered until complica- 
tions set in, because the associated 
injuries elsewhere, will occupy our 
principal attention. Frequently, the 
site of entry may be in the buttock, the 
abdomen or the thigh—all a good dis- 
tance from the urethra. Bailey’ states, 
that one third of the deep wounds to 
the urethra, are complicated by fracture 
of the pelvis. Young’ drew our atten- 
tion to the fact that, in this type of 
injury, sterility may arise from occlu- 
sion of the ejaculatory ducts. We are 
principally indebted to Hagner for em- 
phasizing the fact that tubules of the 
testicles closed by infection or other 
causes, may be short circuited to permit 
the release of sperm formerly impris- 
oned at the point of blockage. Lowsley 
found that epididymovastomy was suc- 
cessful in 25 per cent of his cases. Other 
surgeons claim higher percentages of 
success. 

There are many reasons for lowering 
of female fertility. Tubal block or atre- 
sia, tumor formation and_ endocrine 
dysfunction are among the commonest. 
As you all know, surgery can do much 
to alleviate these, as well as many other 
causes of female sterility. In our office 
we find that a complete work-up at the 
beginning of the investigation, will do 
much quickly to locate the causative 
factor or factors. In our work, we find 
that the greatest single aid to diagnosis 
is uterosalpingography. Retroversion, 
bicornuate uterus, anomalous accessory 
tubes, are all shown up with great 
clarity by this method. In suitable cases, 
when scheduled for surgery, and where 
there is also a history of sterility, a 

















= > SEYMOUR AND KOERNER 


CHART V 
EXAMINATION PROCEDURE 
A Complete (Standard) Physical Examina- 
tion is given every patient. 
In addition the following investigations are 
recommended : 


MALE 
I. Review— 
of reports of referring physician 
recommending consideration of arti- 
ficial insemination. 
II. History— 
Including genealogical investigation. 


Ill. Physical— 
Including sperm examination. 


IV. Serology— 
Ineluding Rh factor studies. 

V. Testicular Puncture— 
In cases of possible genito-urinary 
block. 


FEMALE 
I. Uterosalpingography— 
to establish tubal patency (performed 
by referring physician). 
II. History— 
with special search for dysgenic 
factors. 
Ill. Physical— 
Including bimanual and pelvie exami- 
nation. 
IV. Gonadal Studies— 
Ovulation; vaginal smear. 
Endometrial biopsy (especially useful 
in cases nearing menopause. 
V. Serology— 
Rh factor and blood group studies; 
Wassermann, H¢gb., ete. 


preoperative uterosalpingogram — will 
give the surgeon much helpful infor- 
mation. Besides, terminally blocked 
tubes can be opened at the time of the 
operation. 
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CHART VI 
RECLAMATION MEASURES IN WAR AND PEACE 
In Temporary Sterility 
MALE 
I. With Blocked Vas Deferens 
Hagner operation (20 to 25% success). 
II. With Genito-Urinary Infections 
(a) Chemo and _ biotherapy (sulfa 
produets). 
Ill. By use of Plastic Surgery for 
(a) Congenital or 
(b) Acquired defects. 
IV. Treatment of Idiopathic Sterility 
Physiotherapy, diet, hygiene, medica- 
tion. 


FEMALE 
I. Tubal Block 
(a) Repeated tubal insufflations in 
selected cases (Rubin procedure). 
(b) Operation (results not good). 
II. Surgical Relief in Miscellaneous Condi- 
tions 
Conization of cervix; D. and C. 
Removal of uterine polyps, myomec- 
tomy, unilateral salpingectomy, or 
cophorectomy. 


III. Anemias 
Diet, medication. 


IV. Endocrine Conditions 
(a) Obesity—reduction. 
(b) Hypothyroidism—thyroid therapy. 


In Absolute Sterility 
MALE 
Cross-Artificial Insemination. 
FEMALE 
Adoption. 


In cases of absolute male sterility, 
cross-artificial insemination is advo- 
cated. 

The criteria for donor selection are 
clear cut. 
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INDICATIONS FOR Cross-ARTIFICIAL 
INSEMINATION 

I. Absolute sterility of husband. 

II. Temporary sterility of husband whose 
wife is near end of child-bearing 
period. 

III. Temporary sterility of husband whose 
spermatogenic function is defective. 

IV. Husband with transmissible dysgenic 
factors. 


a 


’. Sterile motile spermatozoa. 
VI. Rh factor incompatibility. 


V male-depleted coun- 


I. Repopulation of 
tries. 


CHART VIII 


CRITERIA IN DONOR SELECTION 
I. Genealogy free from hereditary taint; 
ancestral history known and _ trace- 
able. 
II. Past performance must show definite 
achievement. 
III. Physical condition excellent. 
IV. Mental status above average. 
V. Wife must give consent to this work. 
VI. Rh factor must be same as recipient’s. 
VII. Blood group same as husband’s. 
resemble — sterile 


VIII. Physiognomy must 


husband ’s. 


CONCLUSIONS 

1. The White House report of Jan. 
1940 and the Selective Service draft 
have both shown that our male popula- 
tion is woefully below par. 

2. Statistics by Terman and others 
have shown that while families of high 
I.Q. would be better prospective parents, 
they have fewer children than those in 
the lower groups. Therefore, they 
should be encouraged to increase the 
size of their families. 
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3. Eugenics must be a primary con- 
sideration in the practice of medicine 
since it affects our national well-being 
as well as our national wealth. This may 
mean legislation. 

4, It is the surgeon’s duty to alleviate 
temporary sterility in both men and 
women where eugenically justifiable. 

5. In all cases of absolute male steril- 
ity, fertile women of good stock should 
be given an opportunity for motherhood 
through cross artificial insemination. 

6. Medicine today must concern itself 
no longer only with individual health 
problems, but with wsational health 
as it affects our country as a whole 
and the world at large. ‘‘Pro Omni 
Humanitate.’’ 


SUMMARY 


The author states that a grave re- 
sponsibility rests on the shoulders of the 
learned professions as a whole, and 
medicine in particular, not only to help 
to raise the physical and eugenic stand- 
ards of American living, but for its 
present low status. She cites the figures 
of the White House report of 1940, also 
the observations of Selective Service. 
She then goes on to outline some of the 
steps that may be taken by each medical 
man as an individual, to help alleviate, 
here and now, some of the evils that 
these two agencies have uneovered. In 
a series of charts, she shows various 
inter-relationships between cause and 
effect, and results to be obtained by the 
measures he advocates. 


SOM MATRE 


L’auteur nous enforme qu’une grande 
responsabilité pése sur les epaules des 
professions scientifiques et surtout sur 
la profession médicale. Elle s’agit 
d’élever les standards physiques et eu- 
eéniques de la population américaine. 


(Continued on page 399) 
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Occupational Therapy in the Rehabilitation 
of Surgical Cases 


HELEN S. WILLARD, B.A., O.T.R.* 
PHILADELPHIA, PENNSYLVANIA 


HE problem of rehabilitation 

which confronts us at the pres- 

ent time is the greatest that the 
world has ever known. Thousands of 
men whose lives would have been lost 
save for the magnificent achievements 
of the medical profession, are leaving 
our hospitals to seek reéstablishment in 
civil life. We owe them every possible 
service which may reduce their dis- 
abilities, speed their readjustment and 
prepare them to earn an adequate living 
no matter how severe their handicaps. 

Since World War I, increasingly well 
developed and organized methods of re- 
habilitation have been established. The 
war manpower stortage gave the oppor- 
tunity par excellence to prove that the 
handicapped worker can do as good, or 
often a better job, than his normal 
brother. Many employers are more 
willing to employ disabled persons than 
they were before the war but, with the 
reconversion of industry, the able-bodied 
worker will again tend to supplant the 
person who has limitations of physical 
or mental ability. 

Among the methods of rehabilitation 
which gained great impetus from World 
War I was occupational therapy. Prac- 
tically no formal training in this field 
had been given prior to 1918. At that 
time, when General Pershing made a re- 
quest for one thousand Reconstruction 
Aides in Occupational Therapy, train- 
ing schools were established. After the 
war, because of the civilian need, the 
schools were urged to continue their 
courses. Programs have been length- 


*Director, The Philadelphia School of Occupa- 
tional Therapy. 
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ened from three months to three year 
or five year courses which combine the 
achievement of a college degree with 
specialization in occupational therapy. 

The acceptance of occupational ther- 
apy as a recognized adjunct of medical 
treatment has been evidenced by the 
steadily increasing demand for gradu- 
ates of the training schools. Even dur- 
ing the depression, this was greater 
than the available supply. In 1935 the 
American Medical Association set up 
standards for acceptable schools. The 
establishment of the Baruch Founda- 
tion for the development of physical 
medicine and the increased sponsorship 
of this work by the Council on Physical 
Medicine of the American Medical Asso- 
ciation open opportunities for research 
and development. The urgent need for 
sufficient trained occupational thera- 
pists for service in military hospitals 
necessitated the establishment by the 
War Department of a completely sub- 
sidized emergency training course given 
in several of the accredited schools. 
The need for more therapists occa- 
sioned the opening of new training 
courses, so that there are now (1944) 
twenty-two schools or courses as com- 
pared with five in 1940. Recent reha- 
bilitation laws include occupational 
therapy as one of the services to be 
made available for war casualties and 
civilians. All these facts are proof 
of the recognized place of ocecupa- 
tional therapy as a valuable treatment 
measure. 

There is, however, still much mis- 
understanding of the proper use of oc- 
cupational therapy, its relationship to 
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other treatments and its exact place as 
a factor in rehabilitation. There are 
few persons who are suffering from ill- 
ness or injury who may not be benefitted 
by some form’ of occupation. In this 
paper, however, we shall confine our- 
selves to a discussion of its use in the 
treatment of surgical cases, 

There are three major ways in which 
occupational therapy may be of. real 
value to the surgeon in the treatment 
of his patient; (1) as diversion, (2) as 
exercise for restoration of physical 
function and (3) as_ prevocational 
training. 

Napoleon said that morale was three 
times as important as material. Gen- 
eral Marshall is quoted as saying that 
he places the odds in favor of morale 
as five or even ten to one. The morale 
of a person disabled by illness or injury 
is as important in the winning of his 
battle for recovery or adjustment to 
handicap as is the morale of the soldier 
on the battlefield. The will to fight and 
the will to live are closely related. 

Morale is maintained primarily by 
keeping a person constructively occu- 
pied. It is the individual who has noth- 
ing worthwhile to do, who has lost faith 
in his ability to fill a useful place in 
the world who recovers slowly, who 
fails to readjust, who decides that life 
is not worth living. 

Occupational therapy for pre- or post- 
operative surgical cases, for patients 
confined to bed or the semi-ambulatory, 
consists primarily of recreational or 
educational activities or handerafts, 
because of the ease with which these 
ean be done under hampering cireum- 
stances and because of the satisfaction 
which tangible creation gives to most 
people. The variety of skills which the 
trained therapist possesses makes it 
possible for her to find projects which 
will interest patients of widely different 
backgrounds, education and disabilities. 
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Occupations as diverse as the types of 
her patients, permit her to meet their 
individual needs and so to lessen the 
fears and worries which destroy morale. 
Dr. Louis B. Wilson, formerly Director 
of The Mayo Foundation, has said, ‘‘the 
... man who has... no perfectly use- 
less bit of knowledge with which he may 
play, is apparently a fit subject for 
merciful euthanasia.”’ 

We are sometimes accused of teach- 
ing our patients useless, trivial activi- 
ties but all the things human beings do 
for recreation and diversion are not 
necessarily useful. The occupational 
therapist knows the joy and peace that 
has come to the little Italian, who, re- 
covering from a spinal graft, refused 
all suggested occupation and lay silent 
and morose in his bed, until he discov- 
ered that he could learn to make a 
useful basket as he had seen his grand- 
father do back in Italy. The stevedore, 
who tossed feverishly, thereby prevent- 
ing the healing of his broken leg, lay 
quiet when he became absorbed in earv- 
ing toys for his children. The lawyer, 
nervous, irritable, tense, following a 
serious automobile accident, found ab- 
sorbing interest in bookbinding though, 
before his illness, he had never known 
the joy of working with his hands. The 
little French girl, stricken unto death, 
lay cheerfully looking forward to the 
visit of the therapist whose stumbling 
French she could correct and improve 
and so make her contribution and prove 
her usefulness. No one can gainsay the 
value of diversion and recreation. The 
surgeon who has available the services 
of a well trained occupational therapist 
realizes that his work has been made 
easier and his results better by the use 
of her skills. 

Sir William Osler said, ‘‘No man is 
really happy or safe without a hobby 
and it makes little difference what 
the outside interest may be—botany, 
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beetles or butterflies, fishing, moun- 
taineering or antiquities.’’ Diversional 
therapy serves the purpose of easing 
the patient’s period of subacute illness, 
speeds his convalescence, affords exer- 
cise for unused muscles and may pro- 
vide a hobby. 

The programs being carried out in 
the rehabilitation centers of the Army 
and Navy both here and in Britain, have 
proven without question that properly 
supervised diversion and_ recreation 
greatly speed convalescence and increase 
the degree of recovery. Much of such 
work may be done by volunteers or 
recreational directors, but in the hos- 
pital proper the services of a trained 
therapist are needed to guide and select 
treatment. There is much food for 
thought in these war experiences as to 
future modifications in our civilian hos- 
pital procedures. 

Occupational therapy as exercise for 
the restoration of function after physi- 
cal injury is closely related to physical 
therapy. The two types of treatment 
should work hand in hand under 
coordinated medical supervision. The 
Youncil on Physical Medicine of the 
American Medical Association can un- 
doubtedly bring this about to a greater 
degree than herétofore. The occupa- 
tional therapist has in many instances 
not had sufficient medical supervision 
and assistance. She has had to sell her- 
self and her work without adequate 
recognition of the fact that she has 
a considerable contribution to make. 
Sales of articles, the byproducts of oc- 
cupational therapy have done much to 
becloud true understanding of its pur- 
poses. An orthopedic surgeon has said, 
‘‘Some devil discovered that what some 
patients made could be sold, and the 
therapeutic factor went by the board 
until better-trained therapists got it 
back into focus.’’ 

In the treatment of physical injuries 
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in particular, the product must be mini- 
mized in favor of the exercise which is 
obtained by performing a_ specific 
activity. The therapist has learned to 
analyze occupations from the point of 
view of joint motion, muscle and nerve 
function. The patient must obtain a 
certain exercise, a certain motion must 
be performed a given number of times. 
The treatment needs to be applied with 
a considerable amount of scientific ex- 
actitude yet, at the same time, the 
patient’s interest in what he is doing 
must be sufficiently absorbing so that 
his focus of attention is transferred 
from his disability to the project on 
which he is working. 

Woodworking, metal work and print- 
ing have been the activities most com- 
monly used in treatment of physical 
injuries. In many of our military hos- 
pitals, gardening, automobile mechanics, 
radio repair and similar masculine ac- 
tivities are being employed. The ocecu- 
pational therapist, because of her basic 
knowledge, can analyze any activity 
from the point of view of the motions 
required in its performance. An occu- 
pation, to be useful as exercise for a 
specific disability, must possess three 
major characteristics : 

(1) It must afford repetition of the 
exact motion for an indefinite but con- 
trollable number of times; 

(2) It must give action rather than 
position—grasping a tool tightly, for in- 
stance, maintains the fingers in a posi- 
tion of flexion but does not give the 
alternation of contraction and relaxa- 
tion which constitutes true exercise; 

(3) It must afford gradation in re- 
sistance, time and codrdination. The 
weight of the work must be increased as 
the patient’s strength increases, the 
period of work lengthens with recovery 
and finer motions are substituted for 
broader, larger ones as codrdination 
improves. Occupations which do not 





‘eae 
possess these three characteristics are 
of use only in special cases and are not 
broadly applicable to the treatment of 
physical injuries. It is, however, vitally 
necessary that the patient’s treatment 
should be graded so that the activity 
which he performs becomes comparable 
in motion and weight with his actual job. 

The treatment of amputees is one of 
the specialized fields developed by the 
war. It has been found that occupa- 
tional therapy can be of great service 
in helping a man to become accustomed 
to the use of an appliance in teaching 
him to write and to perform normal, 
everyday acts which lose their sim- 
plicity when fingers and hand are gone. 
The mental adjustment to such = dis- 
ability is greatly helped = by early 
instruction. 

What we have said up to this point, 
refers in large measure to patients who 
recover from illness or injury with no 
serious after-effects and who may re- 
turn to their previous occupations with- 
out definite handicap. The National 
Council on Rehabilitation defines re- 
habilitation as ‘‘the restoration of the 
handicapped to the fullest physical, 
mental, social, vocational and economic 
usefulness of which they are capable.’ 

If, therefore, the prognosis of a pa- 
tient’s condition is bad or doubtful for 
his return to his previous occupation, 
plans must be made as early as possible 
to assist him in the necessary readjust- 
ment and to obtain adequate training 
for him in a field for which he is suited. 
Programs should be planned in confer- 
ences among the surgeon, the social 
worker, the occupational therapist and 
vocational training and_ rehabilitation 
officials. 

In many instances training may be 
started while the patient is still in bed; 
diversional activities may become at the 
same time prevocational. Typing and 
shorthand, hand sewing, mechanical 
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drawing, commercial art and many 
other projects may be taught. All sorts 
of educational work can be carried on 
through extension courses. There has 
been an interesting industrial project 
under the occupational therapy depart- 
ment at the U.S. Naval Hospital in St. 
Albans, New York. The men still in 
the hospital have learned assembly 
processes which keep them busily oceu- 
pied, give them the necessary exercise 
for injured hands and arms and prepare 
them for actual jobs of similar type 
as soon as they are discharged. Such 
programs may be difficult to establish 
in civilian hospitals or workshops  be- 
‘ause of labor unions, but many activi- 
ties of similar nature can be developed. 
The well trained occupational therapist 
by no means confines her work to the 
use of arts and crafts but seeks oeceupa- 
tions which meet her patients’ needs, 
be they mental, physical, social, voca- 
tional or economic. 

Concepts of occupational therapy are 
changing rapidly. Heavy demands are 
being made upon therapists and upon 
the schools to meet the needs of our 
disabled service men and women. The 
challenge is great, the problems are 
many, but we believe that occupational 
therapists can meet them and that this 
type of treatment will become increas- 
ingly useful in restoring persons dis- 
abled by disease or injury to their 
inalienable rights to ‘‘life, liberty and 
the pursuit of happiness.’’ 


SUMMARY 


The author, who is director of the 
Philadelphia School of Occupational 
Therapy, gives a brief history of the 
rise of occupational therapy as a pro- 
fession, together with an outline of its 
present-day objectives. She explains 
the need for such work, in civilian as 
well as military hospitals, and points 











Nis 





oo 7 HELEN 


out, with pertinent quotations, that the 
things a handicapped person is trained 
to do, need not always, by any means, 
be entirely useful in themselves. She 
looks forward to the day when the oe- 
cupational therapist will no longer need 
to ‘‘sell’’ both herself and her work to 
an uncomprehending world. 


SOM MATRE 


L’auteur, directrice du Philadelphia 
School of Occupational Therapy, nous 
donne un résumé de lorigine et des 
progres de la thérapie d’oceupation 
comme profession. Klle nous démontre 
Putilité de cette spécialité non seule- 
ment dans les hépitaux militaires mais 
aussi dans les hépitaux civils. Klle nous 
indique ce qu’on enseigne aux mutilés, 
et aux invalides. Hlle envisage le 
jour ou les_ services des théra- 
peutes d’occupation seront appréciés et 
recherchés. 


RESUMEN 


Kl autor, que es Director de la Ks- 
cuela de Terapéutica Ocupacional de 
Wiladelfia, hace una breve historia de la 


(Continued from page 394) 


Kile nous cite de chiffres donnés par la 
Maison Blanche en 1940, et aussi des 
observations du Selective Service. Elle 
nous indique la tache qu’il incombe a 
chaque médeein afin atténuer certains 
maux signalés par ces deux communica- 
tions. Dans une série de schemas, elle 
nous montre l’interdépendance entre 
vauses et effets et les resultats: qu’on 
peut obtenir en instituant les mesures 
qu’elle nous signale. 
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evolucion de la terapéutica oeupacional 
como profesién, y describe los objetivos 
actuales de dicha rama. Pone de mani- 
fiesto la necesidad de estos métodos de 
tratamiento tanto en la vida militar 
como en la civil y asegura, aduciendo 
al caso citas pertinentes, que las cosas 
en las que debe entrenarse una persona 
incapacitada, no tienen que ser neces- 
ariamente absolutamente titiles en si 
mismas. Finalmente, expresa su deseo 
de que pronto la terapéutica oeupacional 
se imponge con rango definido a la 
atencién de un mundo que, por el mo- 
mento, no ha Ilegado a comprender esta 
rama cientifica en todo su valor. 


CBox. 

Astop, 2upektopuia Llkount Tpynzosoi 
Tepanuuw B ®unsazetbdPpuu, Maer KpaTKy10 
MCTOPHIO =pa3sBHTHA mpodeccHOHadbHoli 
TPYLOBOH TepallHH, a TakxKe JaeT OUePK 
ee wesenH. Ona OObACHAeT HyKLY padoTl 
KaK B IITATCKHX, TaK MH B BOCHHbIX O0.IbHH- 
Wax MW YKa3biBaeT IPH MOMOLIM WHTAT, UTO 
Bel[H, KOTOPpbie OOJIbHOH Y4HTCH LelaTb, 
He JLOJDKHbI ObITb TiOJIE3HbIMH CaMH M0 Ce- 
6e. Ona HageeTca, UTO NpHAeT JeHb, Kora 
He HYKHO OyjleM yOexK LaTb HENOHHMAIOLILNH 
MHp, KaK HeOOxoAHMa 9Ta paboTa. 


RESUMEN 

Kil autor pone de relieva la gran 
resposabilidad que pesa_ sobre los 
hombres de profesiones ilustradas, es- 
pecialmente la medicina, en lo rela- 
cionado a elevar el nivel standard de 
‘apacidad fisica y eugénica en los 
KEK.UU., asi como también cabe a 
aquellos hombres la responsabilidad del 
presente bajo estado. Al particular cita 
las cifras dadas por la ‘‘Casa Blanea’’ 
(Concluded on page 407) 
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GENERAL CONSIDERATIONS 


DO not wish to give the impression 

that I have something new to offer 

on the subject of the classic cesarean 
section. Rather, it is my intention to 
emphasize the basic principles on which 
this form of intervention in surgical 
obstetrics depends. 

One, two or even a dozen successful 
cesarean sections would afford but lim- 
ited material for conclusive judgment, 
but a series of 53 sections within five 
years should yield admissible deductions 
and conclusions. 

Historically, cesarean section did not 
have its origin in the birth of the great 
Kmperor Julius, for it was known long 
before the Roman Kmpire, to the Kgyp- 
tians and to the Babylonians, as a 
premortem as well as a postmortem 
practice, that is to say, in vivo as well 
as in an effort to save the child after 
the mother’s death. 

The presence of definite and clearcut 
indications, as well as the recognition 
of incontrovertible contraindications, 
determines the choice of section instead 
of the expectant process, with such 
minor surgical aids as may lessen the 
hazards of normal delivery. 

With the aid of well organized aseptic 
technic, competent anesthesia, reason- 
able speed, ete., an otherwise needless 
cesarean section is by far a safer error 
than delay, hesitation and obscure judg- 
ment, which permit the engagement of 
the fetus in an impassable path, with 
fruitless effort and exhaustion of the 
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mother’s strength, and final adoption of 
desperate procedures and even mutila- 
tion, resulting in single or double sacri- 
fice (mother and child). 

Midwifery, the natural companion of 
motherhood in primitive days, served 
the purpose of its mission when the act 
of childbirth was practically sacred, 
consummated alone in the privacy of 
women, filled with artificiality in the 
absence of, and prior to, medical knowl- 
edge and understanding of the phe- 
nomena. In the present care by modern 
obstetricians, midwifery has been re- 
placed by trained nursing and experi- 
ence, void of the mysticism and religious 
practices of ancient times; but the role 
of the attendant nurse is in reality 
merely the refinement of the time- 
honored practical services of the mid- 
wife. The incidence of difficult labor 


and the deaths of both mother and child — 


resulting from unnatural conditions in- 
herent in the mother or due to malposi- 
tion of the fetus, brought about the in- 
tervention of male help in search of a 
solution to the so-called dystocia and 
for the employment of instrumental aid 
in an effort to save mother and child. 

The earlier practices, of course, 
brought about the employment of de- 
structive procedures for extraction of 
the child, and these rudimentary as well 
as traumatic efforts in the days before 
asepsis often played havoe with the 
mother, resulting in death or in hazard- 
ous recovery. 


HISTORICAL BACKGROUND 
We are indebted, from the days of 
antiquity to the present time, to the gen- 
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eral surgeons and anatomists who by 
their fundamental knowledge found the 
ways and means to intervene in nature’s 
efforts and failures to the solution of 
the individual problems in any given 
case. 

Among the contributors to the art 
and science of surgical obstetrics are 
Soranus and Rufus of Ephesus and, 
soon after these, Aetius, Celsus, Paul 
of Aegina, Avicenna, Albucasis, Rahzes 
and others through the Middle Ages, 
until the renaissance of the art was 
reached with Paré and Guillemeau, who 
perfected the management and modus 
operandi of podalic version. 

As stated before, the term ‘‘cesarean 
section’’ suggests its origin in the birth 
of Caesar, but there is nothing to sus- 
tain such a hypothesis. The operation 
known as cesarean section was per- 
formed on dead mothers in an effort to 
save living children. Of interest, of 
course, is the reference to the technic 
‘arried out on living mothers, incon- 
ceivable nowadays, by abdominal sec- 
tion, emptying the uterus of child and 
after-birth, without closure of the 
uterine wound before the abdominal 
closure, with the natural result: death 
from hemorrhage and/or infection. 
Not until the procedure of closure of 
the wounds of both the uterus and 
the abdominal wall was brought into 
practice by Aetius and Porro did real 
progress result in the prevention of 
hemorrhage and infection and in the 
reduction of fatalities. 

These historical references, neces- 
sarily brief, serve to show fundamental 
principles in the modern application of 
cesarean section as an intervention of 
choice, establishing the surgical pro- 
cedure on a standard of efficiency. 


é 


GENERAL CONCLUSIONS 
In a series of 53 consecutive cesarean 
sections performed by me over a period 
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of five years (1939 to 1944) in my pri- 
vate practice and ward service, I have 
carefully analyzed not only the high- 
lights governing my judgment in the 
selection of this form of intervention 
but every possible fact of functional or 
organic origin, as well as such historical 
information as appears characteristic 
or distinguishing in each individual case 
to fulfil the criteria demanded by a 
modern obstetric service. Prompt study 
and evaluation of the essential history 
of the case, painstaking physical exami- 
nation and routine laboratory tests and 
check-ups, to determine the functional 
status, possible organic lesions, fluid 
balances, metabolic errors and even 
endocrine leads, will serve as positive 
or negative guides. Observation of 
cardiovascular phenomena, study of 
roentgenologic shadows and pelvimetry 
will complete a clinical survey of the 
highest importance and value in weigh- 
ing the problem of dystocia diagnosti- 
cally from a cephalopelvie standpoint. 

When no urgency exists, nothing short 
of a competent diagnostic study in the 
minimum possible time will enable the 
obstetrician to reach a decision in an- 
ticipation of hazards or grave compli- 
cations and to prepare his patient for 
safe anesthesia and a major surgical 
procedure under auspicious conditions. 

On the other hand, when an emer- 
gency appears imminent, cardiovascular 
and cardiorenal conditions must be 
quickly determined, for loss of time in- 
creases the operative risk and_ the 
factors of success are in relative ratio 
definitely diminished. 

No question exists that the classic 
cesarean section is a major surgical 
procedure, but in view of the standards 
of surgical technic and asepsis the tres- 
pass upon the abdominal cavity is by 
far a lesser injury than is entailed in 
efforts at delivery in the presence of 
obviously impassable obstacles, endan- 
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vering the life of both mother and child. 

While the extraperitoneal cesarean 
procedure pursues the ideal of exclusion 
of intraperitoneal exposure in simplify- 
ing technic by feasible approach to the 
lower segment of the uterine body, the 
obstetric surgeon must be willing to 
risk much if he endeavors to use it 
generally. It cannot be denied that in 
certain cases it may prove to be the 
technic of choice and the results may be 
encouraging, but for routine employ- 
ment it demands serious consideration, 
experience and the asumption of grave 
responsibility. 

Again, may I say it is not my intent 
or purpose to enter the controversial 
boundaries as to the position of choice 
of the classic cesarean section in rela- 
tion to other methods of approach, such 
as the lower segment cesarean or the 
extraperitoneal cesarean procedure and 
their numerous modifications. 

My analysis and report of 53 classic 
cesarean sections in my own experi- 
ence, with most fortunate results, does 
not imply that I give preference to this 
method of procedure to the exclusion of 
all others in vogue with many outstand- 
ing obstetric surgeons. 

Twenty years in practical and sur- 
gical obstetrics and now as an associate 
in gynecology convince me of the urge 
and seriousness demanding mature ex- 
perience, competent judgment and tech- 
nic to warrant entering the pregnant 
uterus through the lower segment 
cesarean operation, with a transverse 
incision, as practiced by Monro Kerr 
and Marshall, or by any extraperitoneal 
route. 

Kindless possible complications aris- 
ing from increased vascularity, retro- 
vesical and retroperitoneal, with per- 
haps an anteriorly attached placenta, 
render the anterior lower segment of 
hazardous approach. 

Surgical obstetrics and gynecology 





MAY-JUNE 
1946 


are interrelated, a complement one to 
the other, and no method of approach 
for surgical delivery can be held to be 
void of certain danger. 

In this series of 53 classic cesarean 
sections with accurate report of facts 
and findings, with analyses and conclu- 
sions, I was fortunate enough, or had 
the ‘‘good luck,’’? not to have a single 
maternal death directly following the 
delivery, except in one ease in which the 
section was done because of placenta 
praevia centralis, complicated with 
decompensating heart disease, much 
against my judgment, but on the recom- 
mendation of the cardiologist and ob- 
stetric staff in consultation as the only 
procedure of choice in the emergeney. 
Death occurred twenty-one days post- 
operatively, from a cardiopulmonary 
terminal syndrome, as revealed by 
autopsy. I may add, furthermore, that 
this was voted by the Maternity Mor- 
tality Committee of Philadelphia to be 
an unpreventable death. 

There were only five premature fetal 
deaths, four resulting from abruptio 
placentae and one from prematurity 
with placenta praevia. 


ROUTINE OPERATIVE TECIINIC 
Under this heading, and to avoid 
repetition, I shall describe the routine 
operative procedure which is followed 
by my associates and me in all cases 
in which the classic cesarean section 
is chosen, except of course the surgical 
steps that may be taken in the event of 
unlooked-for conditions, when adequate 
and acceptable technical methods will 
be employed. 

With the patient under general anes- 
thesia (induced with nitrous oxide and 
oxygen, followed by ether), the abdomen 
is prepared locally with ether, 3.5 per 
cent iodine and alcohol. The abdomen 
is opened by an incision in the median 
line, hypogastrically (abdominopelvic 
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celiotomy), giving free exposure to the 
pelvic viscera. The incision is made 
layer by layer under complete hemo- 
stasis, by clamp and ligature, as re- 
quired. The exposed uterus is now 
inspected, palpated, centralized and 
isolated by moist, large abdominal gauze 
pads. An incision is made in the uterine 
wall to correspond to the abdominal in- 
cision, exposing the membrane, which 
is punctured; the fetus is delivered by 
the feet, followed by the buttocks and 
the rest of the body and the head; the 
cord is divided between clamps, the 
placenta is delivered manually and mas- 
sive bleeding is controlled by tampon 
pressure for a few moments. 

The patient is given 1 ampule each of 
ergometrium and infundin and 1/6 grain 
(0.01 Gm.) of morphine sulfate. The 
uterine wound is then sutured layer by 
layer, with chromic no. 1 catgut for the 
subendometrial layer, chromic no. 2 for 
the muscular layer and chromic no. 1 
for the serosa. The pelvie and abdomi- 
nal cavities are thoroughly sponged, and 
a free portion of the omentum is drawn 
over the uterine line of sutures. All 
mops, abdominal pads, etec., are counted 
and the count verified correct before 
closure of the abdominal cavity is done, 
as follows: the peritoneum with plain 
no. 1 catgut, the bellies of the rectus 
muscles with plain no. 1, the muscular 
fascia with chromic no. 2, the superficial 
fascia and skin with retention sutures 
of no. 5 silk, and the skin edges with 
Michel clips. Alcohol gauze placed over 
the line of sutures and sterile dressings 
complete the operation. Drains or packs 
are not required. 


STATISTICS ON D3 CLASSIC CESAREAN 
SECTIONS 


34 of the mothers were private pa- 
tients, 19 were ward patients. 41 were 
white and 12 were colored. Of the 19 
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ward patients, 12 were colored and 7 
white. 


Distribution According to Parity 


Gravida Para No.of Patients Ages, Years 

I 0 35 15 to 40 

[I l 11 22 to 39 

Ill II 3 21 to 35 

V IV 2 27 to 35 
IX Vill 1 37 
XIIL XII 1 37 


Types of Pelvis in 385 Mothers in First 
Pregnancy 


Type No. 
Generally contracted ............. t 
Relatively contracted ............. a 
Moderately contracted ............ 2 
Simple flat (platypelloid)......... 6 
EE SARS C edd oeecce eae 1 
Obliquely contracted ............. 2 
Punnel (Qndroid)) .<0<.sci6 sees 0% 3 
PR 68% Skansen 840s eK0s5005 10 


Reasons for Operation in 10 Cases of 
Normal Pelvis 


No. of 

Cases 
Abruptio placentae ............... ] 
Placenta marginalis ............+. 1 
Premature separation of placenta... 1 
HGtAIR GY STOO. sioisicieis.a14.6.0. 33 esies 3 


Organic heart disease............. ] 
Chronie nephritis and hypertension — 1 
| ee ee 1 
Extensive perineum repairs....... 1 


Types of Pelvis in 11 Mothers in Second 
Pregnancy 


Type No. 
Normal (gynecoid)..............-. 1 
Generally contracted ............. 4 
Relatively contracted ............. 3 


Reasons for Operation in 4 Cases of 
Normal Pelvis 


No. of 

Cases 
Face presentation ..............+. 1 
Abruptio placentae .............. ] 
Chromic NODRTH .n6.kceccicecens ] 
Extensive perineal repairs......... 1 
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Types of Pelvis in 3 Mothers in Third 


Pregnancy 
Type No. 
Generally contracted ............. 2 
a ee eer reer er eT ee 1 


Reasons for Operation in the 3 Cases 


No. of 
Cases 
Fibroid complicating pregnancy at 
re ee ee ee 1 
Heart disease with generally con- 
errr err rrr rere 1 
Cephalopelvie disproportion ....... 1 


Types of Pelvis in 2 Mothers in Fifth 


Pregnancy 
Type No. 
Co | Perr eeeer ye rere rere 2 


Reasons for Operation in the 2 Cases 


No. of 

Cases 
Placenta praevia marginalis....... 1 
Abruptio placentae ............. y 


Type of Pelvis in 1 Mother in Ninth 
Pregnancy 
Normal pelvis. 


Reason for Operation: 
Placenta praevia marginalis. 


Type of Pelvis in 1 Mother in Thirteenth 
Pregnancy 
Normal pelvis. 


Reason for Operation: 
Heart disease and placenta praevia 
(patient died). 


Only one of the 53 mothers died. This 
was a woman with heart disease, whose 
thirteenth pregnancy was complicated 
by placenta praevia. 

There were five deaths of fetuses, all 
of them due to placenta praevia or 
abruptio placentae. 

The weights of the infants were as 
follows: 
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Weight, Pounds No. ef Infants 


3-4 4 
4 -5 2 
5 1 
6 -7 10 
TY, 8 24 
814- 9 9 
10 -11 3 


The average period of hospitalization 
for the mothers was twelve days. 

The following abnormalities other 
than pelvic deformities were noted: 


No. of 

Abnormality Patients 
Previous cesarean sections......... 6* 
Fibroids complicating pregnancy... 2 
a Pree eT eee eee 2 
| er 3 
AbrupGo piascemine 2... ....6.6505 4 
EE 3:55 cane Wew wa wedi emus 3 
DN ci GR eRES Cea aakweetesoxs 2 
es: a a 2 
EE as Soe WA woes on 24 


*Four white women and two negroes. One of 
the negroes had had two previous sections. 


I have observed also from this series 
that complications arise more frequently 
in flat pelves than in normal pelves and 
that with flat pelves premature rupture 
of the membranes often occurs before 
the actual onset of labor. 

Again, I have found that malpresenta- 
tion, such as face, shoulder or breech, 
was more frequently encountered in flat 
pelves. My analysis also reveals that 
fetal dystocia was more common when 
there was a contracted pelvis in which 
the conjugata vera was 10 em. or less 
or in which one diameter of the inlet 
or outlet was shortened 1 em. or more, 
and when a growth (fibroid) occupied 
a portion of the pelvie canal. 

I believe that the success of most high 
classic cesarean sections is based on the 
fact that they are performed a week 
or a few days before term or at the 
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beginning of labor, before rupture of 
the membranes or immediately there- 
after, that is, when there is no danger 
of infection. 

In my statistical studies of these 
eases, I find that the classic cesarean 
section was performed with greatest 
success in cases in which cardiac dis- 
ease, uterine tumors and malpositions 
rendered vaginal delivery impossible, 
and in cases in which hysterectomy 
was indicated. In such cases the pa- 
tients received vaginal instillations of 
5 per cent solution of mercurochrome 
before operation. 

I believe that patients who have been 
handled with uncertain aseptic technic 
or whose antepartum and laboratory 
studies have been inadequate should not 
be operated on by the classic cesarean 
section. 

Above all, there should be no vaginal 
examinations when a classic cesarean 
section is contemplated, and rectal ex- 
aminations should be very few, prefer- 
ably one or two for determining 
engagement of the head, as performed 
by the method of Hilles and Mueller. 

In contrast, low section is indicated 
when labor has been in process for some 
time and some complications have de- 
veloped during labor, and when vaginal 
delivery has been tried and failed and 
classic section would involve too great 
a risk of infection. 

I believe from my observations in 
these 53 cases of classic cesarean sec- 
tion that the anesthetic of choice is 
nitrous oxide, oxygen and ether. There 
were. no complications from a respira- 
tory standpoint, either to mother or 
child, from the use of this anesthetic. 

The deaths of five of the 53 infants 
were due to prematurity as a result of 
complications with the placenta, namely, 
placenta praevia and abruptio placentae. 
The average weight of the babies seemed 
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to be slightly above normal, and in a 
good many instances the diameter of 
the fetal head was above the normal. 


SUMMARY AND CONCLUSIONS 


While there are sufficient statistics in- 
criminating the classical cesarean sec- 
tion because of the high percentage of 
deaths following operative procedures 
of this type, it may be of interest to 
note that in a period of four years I 
performed 53 classical cesarean sections 
without a single death due directly to the 
section; in one case death supervened 
twenty-one days postoperatively from 
a terminal cardiopulmonary syndrome. 
The statistics also show that I had no 
morbidity and that the average hos- 
pitalization time was twelve days. It is 
my firm belief that in antepartum care, 
together with a competent physical ex- 
amination and laboratory studies, the 
incidence of infection is greatly reduced 
by proper management of the patient 
in preparation for a possible operative 
procedure. 

It is my belief that cesarean section 
should be done as early in labor as pos- 
sible, and that in all cases in which an 
elective cesarean operation has been de- 
cided on the operation should be per- 
formed within a week to a few days 
before the calculated date of confine- 
ment. When the fetus is unusually large, 
roentgenograms should be taken in the 
last month of pregnancy to rule out a 
monstrosity, since cesarean section is 
rarely justified when the child is 
abnormal. 

In an analysis of these 53 cases from 
the standpoint of the type of pelvis, I 
noted that American-born white women 
had contracted pelves less frequently 
than foreign-born women, and that the 
rachitic type of pelvis was seldom seen 
in white women but was more commonly 
encountered in negroes. The generally 
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contracted pelvis was the most frequent 
type in this series, and a deformed 
pelvis due to spinal disease was next 
in frequency. 


RESUME 


Nombreuses statiques reprochent a 
Vopération césarienne classique une 
haute mortalité. Dans les derniéres 
quatre années, j’ai fait cette opération 
cinquante-trois fois et m’ai eu qu’un 
décés due Vopération méme, Ce décés 
survint vingt-et-un jours aprés l’opéra- 
tion et fut di a un syndrome eardiopul- 
monaire terminal. Tl n’y eut dans mes 
‘as aucune morbidité, et la durée moy- 
enne du séjour a Vhodpital fut douze 
jours. Je suis convaincu qu’avee de 
bons soins durant la grossesse, et 
étude du malade et d’amples examens, 
physiques et de laboratoire, qu’on peut 
obtenir des résultats opératoires trés 
satisfaisants. 

L’opération de section césarienne de- 

vrait ¢tre faite au début du_ travail. 
iene les cas ou la nécessité de lVopére 
tion a, été prévue durant la grossesse, 
on operera quelque jours avant la date 
Si le fetus est 
on prendré 
s’assurer 


‘aleulée de la naissance. 
de dimensions anormales, 
un roentgenogramme afin de 
qu’on n’a pas affaire avee un monstre. 
La section eésarienne n’est que rarement 
justifiable, si enfant est anormal. 
Dans l’analyse de me 53 eas, j’ai 
observé que les femmes blanches de 
naissance Américaine sont moins. su- 
jettes & des anormalités pelviennes que 
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les femmes d’origine étrangére j’ai 
aussi observé les pelvis rétrécis se ren- 
contrent plus frequemment chez les 
negresses que chez les blanches. Les 
pelvis généralement rétrécis furent les 
plus nombreux dans ma série; aprés 
eux, nous rencontrames les pelvis con- 
tractes, due & des maladies de la colonne 
vertebrate. 

(Additional foreign-language summaries of this 
material will appear in a later issue of the 
‘¢ JOURNAL,’’) 





BIBLIOGRAPITY 


Adair, Fred L. (editor): Obstetrics and Gynecology, by 
the Departmental Staff of the University of Chicago and 
Other Contributors, Philadelphia, Pa., Lea & Febiger, 1940, 
vols. 1 and 2, pp. 1000 and 1031. 

Bland, Pascal B.: Gynecology, Medical and 
Philadelphia, Pa., F. A. Davis Company, 1924. 

Cantarow, Abraham, and Trumper, Max: Clinical Bio- 
chemistry, ed. 2, Philadelphia, Pa., and London, England, 

J. B. Saunders Company, 1939. 

Davis, Carl Henry (editor): Gynecology and Obstetrics, 
Hagerstown, Md., W. F. Prior Company, Inc., 1933. 

De Lee, Joseph B.: The Principles and Practice of 
Obstetrics, ed. 6, Philadelphia, Pa., and London, England, 
J. B. Saunders Company, 1933. 

Dieckmann, William J.: The Toxemias of Pregnancy, St. 
Louis, Mo., C. Mosby Company, 1941. 

Engelmann, G. J.: Labor Among Primitive Peoples, Show- 
ing the Development of the Obstetric Science of Today 
From the Natural and Instructive Customs of All Races, 
Civilized and Savage, Past and Present, ed. 2, St. Louis, Mo., 
J. Hf. Chambers & Co., 1883. 

Greenhill, J. P.: Obstetrics in General Practice, 

Year Book Publishers, Inc., 1940. 

Harper, Paul T.: Clinical Obstetrics, Philadelphia, Pa., 
F. A. Davis Company, 1930. 

Litzenberg, J. C.: Synopsis of Obstetrics, ed. 2, St. Louis, 
Mo., C. V. Mosby Company, 1943. 

Lusk, William T.: The Science and Art of Midwifery, 
ed. 4, New York, N. Y., D. Appleton and Company, 1892. 

Martius, Heinrich: Gynecologic Operations and Their Topo- 
gre aphic- Anatomic Fundamentals, authorized English  transla- 
tion under the editorial supervision of W. A. Newman 
Dorland, Chicago, UL, S. B. Debour, Publishers, 1939. 

Novak, Emil: Gynecologic: al and Obstetrical Pathology with 
Clinical and Endocrine Relations, Philadelphia, Pa., W. B. 
Saunders Company, 1940. 

Quarterly Review of Obstetrics and Gynecology, published 
“Si ied by Washington Institute of Medicine, Washington, 
ey .& 


Surgical, 


Chicago, 


Ricci, J. V., and Marr, J. P.: Principles of Extra- 
peritoneal Caesarean Section, ” Philadelphia, Pa., The Blakiston 
Company, 1942. 

Williams, J. W.: Obstetrics: A Textbook for the Use of 
Students and Practitioners, ed. 8, a revision and_ enlarge- 
ment by Henricus J. Stander, New York, N. Y., D. Appleton- 
Century Company, 1941. 

Titus, Paul: The Management of Obstetrical Difficulties, 
St. Louis, Mo., C. V. Mosby Company, 1937. 




















VOL. IX , J. INTERNAT. 
NO. 3 OBITUARY COLL. SURG. 


DARIO FERNANDEZ FIERRO, 
M.D., F.I1.C.S. 

It was with much sorrow that the friends 
and admirers of Don Fernandez Fierro, of 
Mexico City, learned of his death on March 
12th, last, following a long and painful illness. 

‘“*Master Dario,’’? as he was familiarly 
called, was an Honorary Iellow of the Inter- 
national College of Surgeons, a lone-time 
member of its International Board of ‘Trus- 
tees, and Vice-President of the Mexican 
Chapter of the College. He was also widely 
known as one of the most important medical 
men of the Mexican Republic, a brilliant sur- 
geon and beloved and inspiring teacher. Ile 
was associated, as professor, for some vears, 
with the Faculty of Medicine of the National 
Free University of Mexico (la Facultad de 
Medicina de la Universidad Nacional Auto- 
noma de Mexico). 

Members of the medical profession every- 
where, and more especially the Fellows and 
Members of the International College of Sur- 
geons throughout the world, join those who 
have personally known and worked with Pro- 
fessor Fierro, in mourning the irreparable 
loss suffered by Hispanic America in the 
death of this fine man. His life was exem- 
plary, his character as modest and unassum- 
ing as it was honest and straight-forward. 
We will not soon again find his equal. 





(Continued from page 399) 


y por el Servicio Selectivo. A continua- 
cidn analiza los pasos que cada médico 
en particular debe dar para contribuir 
a aliviar, inmediatamente, algunos de 
los males que las dos instituciones cita- 
das han presentado al publico en sus 
comunicados. Kn una serie de cuadros 
ilustrativos muestra el autor las inter- 
dependencias entre causa y efecto y 
expone los resultados a obtener sigui- 
endo las medidas que propone. 


CBou. 


ABTOp 3aABJIAeT, UTO Ha y4eHbIe Mmpodec- 
CHH, BOOOUIe, a B OCOOeHHOCTH Ha MeCJLMLH- 
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HY, MafaeT OOJbUIaH OTBETCTBCHHOCTb He 
TOJbKO 3a TIOAHATHeE (PH3MH4eCKHX HOPM 
AaM€PHKaHCKON 2KH3HH, HO TaKyKe H 3a UX 
TenepewiHHH HH3KHH ypoBeHb. OH WHMTHpy- 
eT UM@pbl LOKWaza benxoro Jloma B 1940, 
a TakxKe HaOJIOLCHHA MpH3bIBHOrO OTeNa. 
OH 3aTeM H3JlaraeT HEKOTOPbIle Warn, KOTO- 
pble MOryT ObITb NpeANpHHATHI HHAMBULY- 
aJIbHO KaxKJbIM BpayeM cehMy4ac *Ke HW Ha 
MECTe, a TAK#KE YKA3bIBAeCT HEKOTOPbIe He- 
WOCTaTKH, HaNJeHHbIe ITAMH JLBYMA areHT- 
cTBaMH. B cepuu TaOJMW OH MOKa3bIBaeT 
pa3JIM4Hble B3AHMOOTHOLUCHHA M@XKLY MpH- 
4YHHOH HM 9*PMeEKTOM H BO3MOXHbIEC Pe3yib- 
TaTbl PEKOMCHAYeMbIX HM Mep. 


REFERENCES 


1. Bailey, Hamilton: Surgery of Modern Warfare. 
Williams & Wilkins, Baltimore, 1944. Chap. XXXII. 

2. Koerner, A.: Male Sterility After the War. M. Rec., 
p. 99 (Feb.) 1944. 
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In the preface to this latest edition of the standard Textbook of Obstetrics,'Dr. Henricus 
J. Stander says, “ this textbook, designed for the use of both the medical student and the 
practitioner’’ attempts to present ‘‘the science and art of obstetrics as taught in the Cornell 
University Medical College and practised in the New York Lying-In Hospital. Scientific 
and clinical data are given throughout the text, as these must of necessity be part of an 
academic as well as adequate presentation of the subject matter. The great majority of the 
teachers of obstetrics asked me to follow this plan, while only a few advised ‘stream-lining.’ 
For those who wish to concentrate in their teaching and reading on the more practical aspects, 
these are in larger type, while the historical and a great deal of the theoretical consider- 
ations appear in small type. 

‘“Tt is also partly on the advice of my colleagues and teachers of obstetrics, many of them 
trained by Williams, that a change has been made in the title-page.’’ This book, then 
‘embodies the teaching and practice of the present author,’’ quite as much as the form and 
idea of its originator, Dr. J. Whitridge Williams. 

In its several editions, this has been the standard text on this subject since 1903. It is 
large enough (1277 pages) to cover completely every phase, not only of what might be 
considered strictly obstetrics per se, but also everything related. to conception, gestation, 
partuition and post-partum care, as well as embiology, hystology and all of the abnormalities 
and complications that may be more or less frequently encountered. 

Illustrations are very numerous and of all kinds, according to need. They are large, 
clear and well reproduced. Especially good, are the groups of line-drawings representing 
the position of the fetus during various stages of labor, from each of the recognized possible 
pre-natal positions. Also noteworthy is the use of half-tone drawings in preference to 
photographs in many instances, where the latter would give insufficient detail and infor- 
mation. References and bibliography are most extensive, arranged in groups throughout the 
book, adjacent to the related text material. The book itself, in spite of its size and weight, 
is easy to use, due to clear, large type (even in the smaller size used for historic and theo- 
retical material) and a binding which allows it to lie open flat. 


The Care of the Neurosurgical Patient Before, During and After Operation,” by Dr. 
Ernest Sachs, is dedicated to the neurological Fellows whom he has taught. 

This textbook is most opportune at this time, because many young surgeons returning 
from the armed forces, who have had some experience in traumatic surgery about the head 
and neck may have gained the impression that they are finished neurologic surgeons. The de- 
tails entered into in this textbook are not only valuable to the young neurologic surgeon 
but of interest and value to the experienced one as well. Since the information in this 
text is based on personal experience, this in itself is a valuable contribution to the subject. 
The textbook is profusely illustrated by drawings and contains detailed case histories, in- 
cluding subsequent treatment, operative procedures and preoperative and postoperative care. 

If the reader bears in mind that this is a book purely relating to the care of the neuro- 
surgical patient, he will not be disappointed in the text. If, on the other hand, he expects 
to learn or get a comprehensive knowledge of neurologic surgery, he will have a bitter dis- 
appointment. The book is, nevertheless, unhesitatingly recommended as a valuable adjunct 
to the library of any man who is interested in neurosurgical conditions and allied subjects. 


- 1Textbook of Obstetrics; Designed for the Use of Students and Practitioners. Henricus J. Stander, 
M.D., F.A.C.S. Stander’s Third Revision; Ninth Edition of Williams Obstetrics by the late J. Whitridge 
Williams, M.D. D. Appleton-Century Co., Ine., New York; 1945. 

2The Care of the Neurosurgical Patient Before, During and After Operation. Ernest Sachs, M.D., 
F.A.C.S. C. V. Mosby Co., St. Louis, Missouri; 1945. 
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Prof. Truchaud’s new book (French text) on War Surgery® is a most valuable contribu- 
tion to war and industrial surgery. It is a clear presentation of the subject; no space is 
wasted in useless descriptions. Several other French surgeons have collaborated on this work, 
all masters of the subject of which they write. The subject matter has been thoughtfully 
brought up to date, making this an authoritative text of great interest to clinicians and sur- 
geons, military, naval and industrial. 

It is refreshing to find so much stress laid upon the important details of treatment. 
Several chapters are devoted to the general pathology, symptomatology, and diagnosis and 
treatment of fractures, articular, juxta-articular and diaphyseal. Others cover almost every- 
thing of importance in the treatment of gunshot wounds. The concluding chapters discuss 
the pathology, symptomatology and treatment of wounds to the nerves, vessels and viscera. 

In all these chapters, the surgical, orthopedic, electrical and mechanical management 
of these various conditions are discussed in detail. The book contains many illustrations, 
helpful to a busy operating surgeon and contributing to the full understanding of the text. 

The author warns against the use of strong antiseptics in wounds; they annihilate the 
natural defenses of the tissues and are more dangerous than useful and devitalize the tissues. 
He is not in favor of constant irrigation of wounds with antiseptics; it is far better, he 
says, to utilize isotonic solutions that favor the natural defenses, or hypertonic solutions 
may be used to provide transudation. He advises immobilization of wounded extremities 
and the avoidance of frequent dressings. He advocates free drainage in gunshot wounds 
and removal of projectiles. 

Biologie resistance of osseous tissue is nonexistent. Immobilize all wounded tissues dur- 
ing the period of congestion, edema and cellular proliferation. The author states that war 
wounds are not aseptic wounds; they are usually accompanied by great trauma to muscular 
tissue; if the bone has been penetrated, much splintering may be present. The employment 
and value of the sulfa drugs is discussed at length. 

This book may be recommended without hesitation as one of the best published on the sub- 
ject. It is complete, well arranged, clearly written, up to date and amply illustrated. 


Decidedly a step in a much-needed direction is the series of monographs being produced 
by the Bellman company to assist vocational counsellors and others interested in the newer 
guidance activities. The field of occupations covered by the monographs listed is wide indeed, 
ranging all the way from library work (No. 1), religion (No. 18) and pharmacy (No. 51) 
at the one end, to agriculture (No. 11), cartography (No. 60) and Girl Scouting (No. 57) 
at the other. Each is written by an authority in the particular field. 

The present work on Physiotherapy‘ by Dr. Thomas Hennessey covers, in only seven- 
teen pages, all of the essential information needed by anyone considering entry into the field 
of physiotherapy as a lifework. All facets of the subject are touched upon, from the early 
history, dating from prehistoric times, to development through two World Wars, oppor- 
tunities open to either graduate physicians or technicians and the remuneration to be ex- 
pected by each, the personal qualifications required, extent and cost of necessary prelimi- 
nary education, advantages and disadvantages, and lists of associations and periodicals. 

The author brings to his subject the products of a long life of experience with the work 
about which he writes, having gained his knowledge of physiotherapy as he says ‘‘by trial 
and error (with) the instruments available’’ in the days before it had become the fairly 
exact science it now is. He is more than competent to speak with authority. 

The text is clear and concise, arranged in labeled paragraphs for easy reference. The 
only shortcoming apparent, if such it is, would be too large a proportion of the very limited 
space given to history, which, while unquestionably interesting, is not absolutely essential. 


3 Chirurgie de Guerre. Colonel H. Truchaud, Prof. of Clinical Surgery, School of Medicine of Angers. 
Les Lettres Francaises, Beyrouth. 

4Physiotherapy. (No. 65 of the Vocational and Professional Monographs Series.) Thomas Francis 
Hennessey, M.D. Bellman Publishing Co., Inc., Boston, Mass.; 1946. Price, 75 cents. 
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The surgeon who amputates an extremity must be prepared to assume responsibility not 
only for the surgery, but also for rehabilitation of the patient to as close to a normal exist- 
ence as possible. This entails a thorough knowledge of the art and science of prosthetics. 

In Amputation Prosthetics,® by Dr. Atha Thomas and Mr. Chester C. Haddan, orthio- 
pedic surgeon and limb manufacturer have combined their knowledge and efforts in pro- 
ducing an excellent volume dealing with every phase of amputation, prosthesis and rehabili- 
tation. With basic anatomical and physiological principles in mind, the authors describe 
exactly at which levels amputations should be performed so as to achieve greatest efficiency 
in the use of prostheses. Postoperative care, complications and stump hygiene are presented 
clearly and concisely. The fitting, alignment and construction of prostheses are rationally 
explained in terms of the mechanics of normal locomotion and joint function. Emphasis 
is placed on the importance of constant codperation between surgeon and limb maker. 

The chapter dealing with amputation prosthesis in children is especially constructive. Too 
many children are permitted to go through life badly crippled by congenital abnormalities, 
poliomyelitis or chronic osteomyelitis, when amputation and prostheses would enable them 
to lead far more useful existences with much happier psychological adjustments. 

A review is given of the various voluntary and governmental agencies for the rehabili- 
tation of the physically handicapped. 

The book is well written and profusely illustrated. It should be read by every sur- 
geon and limb maker, for only by a thorough understanding of each others’ problems can 
amputation prosthesis be maintained at the highest possible level of usefulness. 


The late Dr. Fred H. Albee and his assoviates, have presented, in their Surgery of the 
Spinal Column,° a very timely epitome on the entitled subject. The chapters on the ‘‘ His- 
tory of Spinal Surgery,’’ ‘‘ Anatomy of the Spine,’’ ‘‘Statie Deformities of the Spine,’’ ‘‘Low 
Back Pain and Infections of the Low Back,’’ and especially the chapter on ‘‘ Tuberculosis of 
the Spine,’’ are filled with material concisely and effectively arranged. Since the discovery 
of the significance of the herniated intervertebral disk, spinal surgery has doubled or trebled 
in its importance. The authors have recognized this fact and have supplied a much-needed 
review on the entire subject. 


In this volume, Esther Parsons strives to answer the oft-repeated question, “How can | 
best serve the doctor and his patients?’’ Receptionists, medical secretaries, nurses and labo- 
‘atory technicians who work In the Doctor’s Office,’ will find this volume a very excellent 
handbook. 

Miss Parsons’ most important aim is to acquaint the medical assistant with how she 
may increase her personal efficiency and thereby make herself as profficient and as nearly 
invaluable in her vocation as possible. The author, herself a former medical assistant and 
teacher of assistants, from her many years of valuable, practical experience, draws a per- 
feet pen picture of this highly specialized field. It is to the point, yet offers a complete and 
thorough study of the subject under discussion. The reader will find the material has been 
gleaned from lectures, from experience and from suggestions contributed by doctors. This 
helpful book should be not only read, but reread often. 

5 Amputation Prosthesis. Atha Thomas, M.D., F.A.C.S. | Associate Professor of Surgery (Orthopedics), 
University of Colorado School of Medicine] and Chester C. Haddan (President of the Association of Limb 
Manufacturers of America), 207 Ilustrations. J. B. Lippincott Company, Philadelphia, Pennsylvania; 1945. 
Price, $8.00. 

6 Surgery of the Spinal Column, Fred H. Albee, M.D., F.A.C.S., F.L.C.8., Earl J. Powers, M.D., F.I.C.S., 
and Lt. Col. Harold C. MeDowell. F. A. Davis Co., Philadelphia, Pennsylvania; 1945. 229 illustrations. 
Price, $8.00. 

7In the Doctor’s Office, the Art of Being a Medical Assistant. Esther Jane Parsons, J. B. Lip- 
pincott Co., Philadelphia, Pennsylvania; 1945, Price $2.00. 
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ROBES 
FOR 
MEMBERS 
AND 
FELLOWS 





The Surgeon's robe is the closed Geneva style with bell sleeves and inner 
sleeves. The color is ruby wine with medicine green and science gold 
colors in the velvet facing, and royal blue chevron bars on the bell sleeves. 


Fellows are privileged to wear the hood. The hood is the Doctor's style 
with medicine green velvet. The field is maroon, and the chevron contains 
the official colors of the University that conferred the Doctor's degree. 
The cap matches the gown, and has a medicine green hat band and 
gold tassel. 


All outfits are made to order to individual measurements. The cap, gown 
and hood costs $75.00, the cap and gown, $59.50. Payment is to accom- 
pany the order. 


An order placed now for the Cap, Gown and Hood will assure delivery 
in time for the Convocation at the Eleventh National Assembly of the 
United States Chapter, Detroit, Mich., October 20-23, 1946. 


OFFICIAL OUTFITTERS FOR I. C. S. 


Write for catalogue and measurement chart 


McCARTHY & SIMON, Inc. 


7-9 West 36th Street New York 18, N. Y., U.S.A. 

















® COLLEGE INSIGNIA KEYS 
mee READY FOR DISTRIBUTION 


FZe. The College Insignia Keys which have been 
- approved by the International Board of Trustees ‘ 
and by the Executive Council of the United 
States Chapter (see illustrations) are ready for 
distribution. 





Matriculates may use the base metal key (the price of which is $2.75); 
A filiates, the bronze key ($3.00); Associates, the sterling silver key ($4.00); 
Fellows, the solid 14 karat gold key ($18.00). Distinctive keys for national 
and international officers are available; descriptions and prices will be furnished 
upon request. Federal tax additional. 


NOTE: When a surgeon is advanced from a lower to a higher rank in the College, he shall return the 
respective key to the official jeweler before receiving his new key. 


BOYDEN-MINUTH COMPANY 


Official Jewelers 
Room 1314, Heyworth Bldg., 29 East Madison Street, Chicago, Illinois 
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Micrognatismo - Protesis de Paladon 


ERNESTO F. MALBEC, M.D., F.1.C.S.* 
BUENOS AIRES, ARGENTINA 


I, paciente que motiva la presente 
communicacion, a causa de un 
micrognatismo, fué operado en 

el Hospital Ramos Mejia, en la catedra 
del profesor Alejandro Ceballos. 

Su atrofia del maxilar provenia de 
una anquilosis témporomaxilar doble, 
adquirida en su infancia. Con el objeto 
de corregir semejante anomalia, a los 
tres anos, el profesor Manuel Ruiz 
Moreno lo sometié, con éxito, a una in- 
tervencién quirtrgica. Actualmente, 
tiene veintidés anos. 

Los trastornos de las articulaciones 
dentarias, no lo molestan, ni lo preocu- 
pan mayormente. No se puede decir 
lo mismo, en cambio, de lo referente a 
su aspecto estético, que ha suscitado 
en él una profunda alteracién psiquica. 
Se siente tan disminnuido por la de- 
formacién de su semblante, que ofrece 
la clasica expresién de perfil de pajaro, 
que ha llegado insensiblemente a con- 
traer un sentimiento de inferioridad 
muy acentuado. El enfermo, ahora, 
reclama imperiosamente una correccion 
inmediata. 

Kn este caso se pueden practicar di- 
versas operaciones, todas con idéntico 
fin. A saber: (a) Sobre el maxilar 
inferior, ya sea a nivel de la linea 
media, paramedia u horizontal, median- 
te osteotomias verticales, horizontales, 
oblicuas o en escalera, para modificar 
su longitud y su forma, o sobre la 


* Profesor libre de la Facultad de Medicina de 
La Plata. 





articulacidn témporomaxilar a fin de 
obtener un desplazamiento anterior ; (b) 
Sobre las partes blandas, colocando un 
injerto o una protesis. 





Fig. 1. Paciente visto de frente, antes y después 
de operado. (Fotografia tomada a los cinco meses 
de efectuada la operacién.) 


Con la primera intervencion se trata 
de conseguir un mejoramiento funcional 
y estético, mientras que con la segunda 
se procura tan solo corregir la forma, 
independientemente de la funcién. Por 
supuesto, esta ultima operacion, es rela- 
tivamente facil. A la edad en que se 
toma al paciente, ademas, resulta in- 
aplicable todo tratamiento ortodéncico, 
con el cual se obtienen resultados mag- 
nificos durante la infancia. 

Kin atencién a que nuestro paciente 
requeria solamente la correccién de su 
defecto estético, resolvimos colocarle 
una substancia de relleno. Habia que 
elegir entre un injerto o una protesis. 








n 
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TNO. 3 ERNESTO 
Hl injerto, ya sea de hueso o de earti- 
lago, casi siempre se vitaliza, incorpo- 
randose al organismo. O lo que es 
igual: se tolera. Pero, frecuentemente, 
modifica su forma y reduce sii tamano. 
Ksto, en el mejor de los casos, supuesto 
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Fig. 2. Paciente visto de perfil antes y después de 
operado. 


que hemos tenido oportunidad de _ pre- 
senciar reabsorciones parciales unas 
veces, y otras veces, reabsorciones 
totales y enrulamientos, empero, sin 
proceso de infeccién alguna. 

Cuando sobreviene la supuracién, no 
obstante, el injerto, por lo general, se 
elimina completamente, dejando como 
corolario un resultado deplorable. Nos 
referimos, claro esta, a los autoinjertos 
tinicamente, dado que los héteroinjertos 
fueron descartados por nosotros, en 
tanto que los homoinjertos fracasan 
normalmente. 

Kintre las  substancias 
utilizamos diferentes materiales. Unos 
organicos y otros inorganicos. Ilueso 
de vaca desecado, marfil, aluminio, dura- 
luminio, paladén, vitalo6n, dencene, neo- 
paladon, y, ultimamente, tantalo. 

Kl paladén fué empleado en doce 
casos, incluyendo el presente. Entre 
ellos figuran, también, nueve_ rino- 


protésicas, 


plastias y un hundimiento de craneo con 
destrueccién del reborde orbitario. 
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El primer enfermo fué intervenido el 
27 de marzo del ano 1941, y el ultimo, 
el 3 de enero del ano en curso. Tuvimos 
dos casos en que hubo eliminacion. Uno, 
debido a un defecto de técnica. Suce- 
dié que la protesis, a pesar de habernos 
parecido demasiado grande en el mo- 
mento de la operacion, no fué rectificada 
oportunamente. Otro, intervenido el 17 
de marzo de 1942, se trataba, en cambio, 
de una protesis colocada en una nariz 
en silla de montar, que se expuls6, luego 
de una tolerancia absoluta, con un rui- 





Figs. 3 y 4. 
de perfil. Obsérvense en ella las perforaciones hechas 
con el objeto de fijarla y disminuir su_ peso. 


Prétesis de palad6on vista de frente y 


doso proceso inflamatorio, casi tres 
anos después, el 4 de febrero de 1945. 
Al enfermo actual, como dijimos, op- 
tamos por aplicarle una substancia de 
relleno, eligiendo el paladén, que segtin 
se sabe, es una resina sintética metila- 
crilica, altamente tolerada por el or- 
ganismo, y que dispone, asimismo, de 





‘oT BNAE 
otras propiedades dignas de ser men- 
cionadas, como: 

(a) Dureza muy grande, lo cual 
lo hace casi inquebrantable en su 
utilizacién, y cierta elasticidad muy 
conveniente. 

(b) Es muy liviano. Esta condicién 
es, podriamos decir, verdaderamente 
excepcional, pues resulta un sesenta por 
ciento mas liviano que el marfil y un 
cuarenta que el caucho, ofreciendo las 
mismas ventajas si se lo compara con 
el aluminio, con el duraluminio o con 
el dentalio. 

(c) No se deforma, ni muestra la 
tendencia a recuperar su forma primi- 
tiva, cosa que ocurre casi siempre 
con la mayoria de las substancias 
termoplasticas. 

(d) Su preparacion es de una simpli- 
cidad tan concluyente que no exige 
aparatos especiales para su modelado. 

(e) No experimenta ninguna varia- 
cidn con la modificacién de la tempera- 
tura ambiente. 

(f) Presenta una resistencia absoluta 
a los alealis y a los acidos. 

(9g) No absorbe los liquidos organicos. 

(h) Se esteriliza facilmente mediante 
componentes quimicos, tales como al- 
cohol, sagrotan o merthiolate. Basta 
para ello sumergirlo unos . cuantos 
minutos. 

Todas estas propiedades del paladoén, 
son, mas 0 menos, las mismas del vitalén 
y del dencene. Ahora bien: ?c6mo se 
prepara la protesis? Muy sencilla- 
mente. Aunque nosotros, ordinaria- 
mente, enviamos el material a un técnico 
para que proceda a su_ preparacion, 
vamos a indicar, en forma rapida, cual 
es el procedimiento que se sigue. 

Originariamente, la substancia, viene 
compuesta en dos partes. Una liquida 
y otra en polvo. Se debe, en consecu- 
encia, mezclar las dos, a fin de obtener 
con ellas una pasta. De acuerdo al 
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volumen de la prétesis que se desea 
modelar, se coloca en un recipiente de 
vidrio la cantidad adecuada de polvo. 
Luego, con cuentagotas, se agrega lenta- 
mente el liquido hasta lograr la satura- 
cidn. Se procede, en seguida, a tapar 
el recipiente con una plancha de vidrio, 
al objeto de impedir la evaporaci6n, 
aguardando, mientras tanto, treinta 
minutos. Después, con una espatula, se 
hace la mezcla, bien homogénea, cosa 
que se conusigue con suma rapidez. La 
preparacion esta a punto cuando se pega 
o se queda adherida al cristal. En- 
tonces, se toma con las manos y se amasa 
como si fuese masilla, evitando las 
presiones violentas, para impedir la 
eliminacién del liquido necesario. 

Como se ha dicho anteriormente, para 
la reproduccién de la parte a operar, 
el mejor elemento es el yeso por su exac- 
titud, lo que facilita la preparacién de 
un modelo de cera, el que es colocado 
en una mufla dental y revestido de yeso 
y de estano. Después, se hierve la 
mufla en agua caliente, a fin de con- 
seguir, de este modo, la cavidad libre 
de cera que se rellena y prensa con la 
pasta obtenida en la manipulacion 
descrita. La mufla tiene que ser pren- 
sada primero y mas tarde hervida 
durante cuarenta minutos. Asi, se con- 
sigue el endurecimiento de la pieza, la 
que una vez pulida queda lista para los 
fines de su empleo. 

Tal cual puede verse en las figuras que 
ilustran este articulo, la prétesis es la 
réplica justa del defecto. Ks de tamano 
considerable, adaptandose perfectamente 
al mentén atréfico y a las ramas hori- 
zontales del maxilar. Se encuentra 
perforada en varias partes. 

?Con qué objeto practicamos tales 
perforaciones? 

1°. Para hacer mas liviana la prétesis, 
reduciendo su escaso peso en un por- 
centaje apreciable. 
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2°, Para permitir el paso a través de 
dichos orificios de tejido neoformado 
con vasos y asegurar la vitalidad de la 
cubierta cutanea que reposa sobre lz 
protesis. Si no se procediese asi, se 
podria producir, por isquemia, una ul- 
ceracién por dectbito con la infeccién 
del lecho y la expulsién correspon- 
diente de la substancia de relleno. 

3°. Porque estos mismos tractus fibro- 
sos, que van de la cara profunda de la 
piel al plano esquelético, a través de 
los orificios, fijan la pieza, impidien- 
do que ella efecttie desplazamientos 
inconvenientes. 

La operacion de nuestro paciente fué 
llevada a cabo el 3 de enero del aio 
que corre. Se practic6 una _ incisién 
transversal de cinco centimetros, a nivel 
del surco profundo retromentoniano. Se 
seccionaron las bridas de tejido fibroso 
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que unian la cara profunda de la piel 
con la aponeurosis superior por una 
parte, y con el periostio por la otra. 
Con la tijera de Mayo se libero el eol- 
gajo superior y el colgajo inferior. 
Luego, se labr6é un tiinel hacia cada uno 
do los lados, siendo entonces posible 
colocar la prétesis. Afrontamiento del 
tejido celular con catgut 000 y sutura 
de la piel con dermal 00000. Apdsito 
graso e inmovilizacién con un buen ven- 
daje de telas adhesivas. <A los diez 
dias, se retiran los puntos. Han trans- 
currido ya varios meses. El resultado 
lo dejan ver las fotografias. No olvi- 
demos, sin embargo, que el paladén es 
una substancia inorganica. O- sea: 
extrana al organismo. Y que a pesar 
de su tolerancia probada, tanto por 
nosotros como otros cirujanos plasticos, 
en cualquier momento puede ser elimi- 


- nada por el cuerpo. 





La Misiédn Médica Mejicana 


NA mision universitaria mejicana 

constituida por los eminentes 

cirujanos profesores Manuel A. 
Manzanilla, Miguel Lépez Esnaurrizar 
y Francisco Fonseca, de la Universidad 
Aut6noma de Méjico, ha reeorrido, en 
viaje cultural, diversos paises de las 
Américas, llevando a todos ellos, con sus 
autorizadas voces, el estandarte de la 
ciencia médica de la gran _ reptblica 
hispano-americana del norte. 

La personalidad destacadisima de 
estos tres ilustres profesores ha sirvido, 
una vez mas, de lazo de union entre los 
diferentes movimientos cientificos de 
nuestro Continente, aportando con su 
esfuerzo individual nuevos y valiosos 
factores que habran de pesar, segura- 
mente, creando un mas estrecho acerca- 
miento entre los hombres de ciencia y 
415 


las Instituciones de todos los paises de 
habla espanola. 

Orgullosos estamos de que estos mi- 
sioneros culturales sean miembros pres- 
tigiosos del Colegio Internacional de 
Cirujanos; con ellos el nombre de 
nuestra Organizacion se abrillanta y a 
través de ellos el Colegio ha enviado 
su mensaje de cordialidad a todos los 
médicos de Hispano-América. Creemos 
sinceramente que nada acrecienta mas 
el afecto comin como el mutuo conoci- 
miento. ‘*‘Conocerse es quererse’’, dice 
un antiguo adagio y asi estimamos que 
ésta mision de los universitarios meji- 
canos, llevando muy alto no solo el 
nombre de Méjico sino tambien el del 
Colegio Internacional de Cirujanos, ha 
servido para estrechar los ya_recios 
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lazos que nos unen con la clase médica 
de la América Latina. 

Los tres hombres de ciencia que, desde 
octubre pasado a enero de éste afio, han 
visitado Guatemala, Brasil, Uruguay, 
Argentina, Chile, Bolivia, Peri y Vene- 
mela, tienen sobrados_ titulos pars 
merecer justificadamente los homenajes 
con que se les ha agasajado en todos 
estos paises. El Profesor Manzanilla 
es Miembro Honorario y Vice-Presi- 
dente Internacional del Colegio Inter- 
nacional de Cirujanos, Profesor y Con- 
sejero Técnico de la Facultad de 
Medicina de México, Miembro de la 
Academia Mejicana de Cirugia, de la 
Academia Nacional de Ciencias de la 
Habana, Cuba, de la Sociedad Interna- 
cional de Cirugia, de la Sociedad Inter- 
nacional de Gastroenterologia y de 
diversas otras instituciones cientificas 
de prestigio mundial. 

Ki] doctor Lépez Ksnaurrizar es tam- 
bien Miembro Honorario del Colegio 
Internacional de Cirujanos, Regente del 
Capitulo Mejicano de dicho Colegio, 
Miembro de la Academia Mejicana de 
Cirugia, de la Sociedad Internacional 
CGestroenterologia y Profesor de la 
Facultad de Medicina de su pais, siendo, 
ademas, un brillante eseritor a cuya 
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pluma ilustre se debe el breviario moral 
que lleva por titulo ‘‘Siguiendo la 
Senda de Esculapio’’. 

Kl] doctor Fonseca Garcia es asimismo 
Miembro Honorario, Regente y Secre- 
tario del Capitulo Mejicano del Colegio 
Internacional de Cirujanos, siendo, por 
otra parte, Profesor de la Facultad de 
Medicina de Mejico y Miembro de la 
Academia Mejicana de Cirugia. Como 
sus otros dos colegas ha sido y sigue 
siendo infatigable y valioso impulsor 
de nuestra Organizacién, guiado por el 
tinico interés de fomentar el adelanto 
e intereambio de los conocimientos qui- 
rurgicos entre todos los paises. 

La vocacion del deber ha alentado a 
estos hombres en su ardua tarea de 
aliviar el dolor de los privados de salud 
y en su sacerdocio de ensenar a las 
nuevas generaciones el arte de curar. 
Consolando a los unos y mostrando la 
verdad a los ostros han dado estos 


hombres plena justificacién a sus vidas. 
Vidas ejemplares que sirven de pauta 


a los jévenes que entran en la senda 
de Hipoecrates dispuestos a dar, como 
aquellos, sus frutos y su savia pars 
alimentar con ellos el venero de la 
Ciencia, que por tal virtud mana como 
‘cantera inagotable. Dr. M. M. 
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Noticias y Anuncios 


La Mision Médica Mejicana.—Como hemos 
apuntado en una de nuestras Kditoriales, una 
misién médica mejicana compuesta de los Pro- 
fesores Manuel A. Manzanilla, Miguel Lépez 
Esnaurrizar y Francisco Fonseca ha_re- 
corrido, en viaje cultural, diversos paises de 
Hispano-América: Guatemala, Brasil, Uru- 
guay, Argentina, Chile, Bolivia, Perfi y Vene- 
zuela. Kl vieje se prolongé desde octubre 
pasado a enero del presente afio. A su llegada 
a Guatemala los ilustres viajeros fueron reci- 
bidos en el Paraninfo de la Universidad de 
San Carlos por el Rector Dr. Martinez 
Duran, donde se les hizo entrega de los Diplo- 
mas nombrandolos Profesores Honorarios 
da la Universidad. En ese pais los tres 
médicos mejicanos pronunciaron interesantes 
conferencias. 

En el Brasil, la Academia Nacional de 
Medicina de Rio, bajo la presidencia del Dr. 
Austregesilo, celebr6é6 una sesién solemne en 
honor de los distinguidos visitantes, pro- 
nunciandose discursos que fueron contestados 
por el jefe de la Misién quien hizo alusién 
al movimiento cientifico en América comen- 
zado, precisomente, en Méjico donde se fund6é 
el primer hospital, la primera escuela de 
medicina y la primera asociacién médica. 
Visitaron, los médicos aztecas diferentes insti- 
tuciones cientificas y fueron objeto de varios 
homenajes entre ellos el ofrecido por la 
Sociedad Médica de San Lucas en colabora- 
cién con la Asociacién Paulista de Medicina. 

En Montevideo, Uruguay, fueron objeto 
también de diversos agasajos por parte de 
las autoridades médicas y universitarias. 

En la Argentina fueron recibidos por el 
Rector de la Universidad de Buenos Aires y 
visitaron las instituciones médico-quirtrgicas 
de Cordoba. Dieron conferencias en el Insti- 
tuto de Clinica Quirtrgica y de Medicina 
Experimental. En el aerodromo de Cerrillos 
en Santiago de Chile fueron recibidos por los 
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Drs. Vargas Saleedo, Aldo Contrueei, seere- 
tario de la Facultad de Medicina, y Enrique 
Raventos, secretario de la Liga Chilena 
contra el Cancer. El Consejo de la Universi- - 
dad les dedic6é un acto académico en el cual 
el Rector pronuncié un discurso de bienvenida 
al que econtest6é el Dr. Manzanilla. En este 
acto, los médicos de la misién mejicana presen- 
taron sus credenciales. La Sociedad Chilena 
de Cirugia celebr6é en honor de los insignes 
visitantes otro acto en el cual el Dr. Esnaurri- 
zar habl6é sobre ‘‘injertos osporum y su 
aplicacién a la Cirugia, estudidndose el con- 
cepto biolégico de estos transplantes; el 
Profesor Manzanilla disert6é sobre las modifi- 
caciones de la reserva alcalina en los climas 
de altura y su aplicacién quirtirgica y, 
finalmente, el Dr. Fonseca explicé las compli- 
eaciones quirtrgicas de las brucelosis, enfer- 
medad frecuente en Méjico. 

En Bolivia hubo una recepcién en la Uni- 
versidad de la Paz, haciendo la presentacién 
de los delegados cientificos mejicanos el Dr. 
Enrique St. Loup, Presidente del Capitulo 
Boliviano del Colegio Internacional de Ciru- 
janos, que habl6é sobre la tradicién cientifica 
de Méjico y condujo a los visitantes ante el 
Estrado de la Universidad Mayor de San 
Andrés. Luego ocupé la tribuna el Dr. Man- 
zanilla quien, aludiendo al discurso del Dr. 
Loup, recordé como el propio Hernan Cortés 
funda el primer Hospital para Indios. 

En Lima, en la antigua Universidad de 
San Marcos, se celebré una ceremonia especial 
presidida por el Rector Dr. Carlos Monge en 
cuya reuni6n el Dr. Manzanilla presenté las 
eredenciales y pronuncié brillantes frases a 
las que constesté el Rector Dr. Monge. 

En todas partes los eminentes misioneros 
cientificos mejicanos fueron objeto de grandes 
manifestaciones de simpatia y afecto, que han 
servido sin duda para hacer mas intimo el 
estrechamiento cultural y cientifico entre los 
diferentes paises del Continente. 

Felicitamos muy sinceramente los tres 
colegas mejicanos por su brillante labor y 
nos felicitamos por el hecho de que los tres 
sean miembros destacados del Colegio Inter- 
nacional de Cirujanos. 
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Homenaje al Presidente de la Asociacion 
Médica de Puerto Rico.—En fecha reciente, 
los médicos graduados de la Escuela de Medi- 
cina de Boston ofrecieron una comida en 
honor del Dr. Carlos E. Munoz MacCormick, 
para festejar sus éxitos como Presidente de 
la Asociacién Médica de Puerto Rico. 


Segundo Congreso Mejicano del Cancer.— 
in Ja Republica Mejicana se celebrara 
durante los dias 3 al 9 de Febrero el Segundo 
Congreso Mejicano del Caneer. 


Sociedad de Cirugia del Uruguay.—En los 
meses pasados presenté ante ésta Sociedad 
una interesante comunicacion el Dr. Domingo 
Prat cuyo tema fué el tratamiento de la 
colecistitis aguda, explicando sus puntos de 
vista sobre el problema admiendo la division 
establecida por los cirujanos con fines practi- 
cos en colecistitis aguda simple y colecistitis 
aguda grave. Intervinieron en las discusién 
los Drs. Soto Blanco, Loubejae y Anavitarte. 


Segundo Congreso Sudamericano de Neu- 
rocirugia.—Se caba de anunciar que el 
Segundo Congreso Sudamericano de Neuro- 
cirugia tendra lugar en Abril de 1947 en 
Santiago de Chile. El Dr. Alfonso Asenjo 
al ecomunicar los primeros detalles de esta 
reunion cientifica afirmo que las discusiones 
de la Asamblea versaran sobre temas in- 
cluidos en estos tres grupos: (1) Hidroecéfalo; 
(2) Histologia de los Tumores Cerebrales en 
Relacién con los Hallazgos Clinieos y (3) 
Abscesos del Cerebro. Este facultativo dijo 
que espera que la reunién se vea honrada 
con la presencia de los mas eminentes neuro- 
cirujanos de todo el mundo eon vistas a la 
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organizacion de futuros Congresos Interna- 
cionales que podrian tener lugar, a intervalos 
de cineo afos, en diferentes paises. 

Para mayor informacién perede escriber- 
seal Dr. Arenjo, Secretario General del 
Comité Ejeeutivo Director del Instituto 
Central de Neurocirugia, Pabel6n Cushing, 
Santiago, Chile. 


Donativos de Urgente Necesidad.—Un 
grupo de esposas de cientificos americanos 
han hecho un Ilamamiento para que se hagan 
donativos de ropas de abrigo y de zapatos 
y otros articulos de primera necesidad— 
especialmente para ninos—a fin de enviarlos 
directamente a hombres de ciencia y sus 
familias en las zonas desvastadas por la 
guerra. “Un paquete de este tipo enviado 
este primavera vale mas que uno mandado 
seis meses mas tarde.” Para informacién 
deben dirigirse a Grace 8. Smith, National 
Bureau of Standards. 


Peru.—El Dr. Francisco Grafia, F.I.C.S. 
(I1on.), Vicepresidente del Colegio Interna- 
cional de Cirujanos, ha sido elegido Presi- 
dente de la Academia Nacional de Medicina; 
asimismo, fué elegido Miembro Honorario de 
la Academia Nacional de Medicina de Buenos 
Aires. El] Dr. Fortunato Quesada, F.I.C.S., 
fué elegido Vicepresidente de la Academia 
Nacional de Medicina de Lima. 


Uruguay.—E1 Dr. Domingo Prat, F.L.C.A., 
fué elegido Presidente de la Sociedad 
Nacional de Cirugia. 


Venezuela.—El Dr. Domingo Luciani, 
F.1.C.8., fué elegido Presidente de la Soei- 
edad Venozolana de Cirugia. 








